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THE FENESTRATION OPERATION FOR OTOSCLEROSIS 


GEORGE E. SHAMBAUGH, JR., M.D. 
Chicago, Illinois 


N INE years ago a new operation was de- 
scribed for restoring hearing in certain 
cases of progressive deafness. From a small be- 
gining beset with difficulties, the fenestration op- 
eration has become one of the major advances in 
surgery of recent years. 

The principle of the fenestration operation is 
simple. Otosclerosis, the most important cause 
for progressive deafness in early and middle adult 
life, blocks the conduction of sound to the inner 
ear by a formation of spongy bone in the oval 
window. The fenestration operation removes the 
block by making a new window into the laby- 
rinth and connecting it with the tympanic mem- 
brane by a plastic skin flap. 

The principle of the fenestration operation was 
thought of many years ago, but the early at- 
tempts to restore hearing in otosclerosis failed, 
for the new window always closed by new bone 
formation following operation. The first success- 
ful ‘operation was by a French otologist some 
twenty years ago, whose complicated several-stage 
procedure was simplified nine years ago by Lem- 
pert in the one-stage fenestration operation. 

As with the earlier operations, boty closure of 
the new window was the chief obstacle to the 
fenestration operation. At first 50 per cent or 
more of the fenestrae closed within a few months 
after operation. This difficulty has been over- 
come largely from knowledge gained by animal 
experiments. 

The six factors that were found to influence 
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new bone formation at the fenestra may be ap- 
plicable to other operations on bone, and are, 
therefore, of general interest. 

First, we observed in our animal experiments 
that particles of bone dust, even microscopic in 
size, exert a powerful stimulus to osteogenesis, 
new bone forming rapidly around such particles. 
The first requisite in making a fenestra that will 
remain open is to make a clean window entirely 
free from any particles of bone dust. 

Second, we found that the middle layer of bone 
of the labyrinthine capsule, called the enchondral 
layer because it comes from the fetal cartilage, is 
much less active in forming new bone than the 
outer periosteal layer or the innermost layer of 
endosteal bone. The second requisite in preventing 
closure is to expose the inert enchondral layer as 
far as possible around the new window. 

Third, we demonstrated that stratified squa- 
mous epithelium lying close to bone inhibits oste- 
ogenesis. Therefore, the fenestra should be cov- 
ered with the thinnest possible skin flap closely 
applied to the margins of the fenestra. 

Fourth, we proved that trauma to the endos- 
teum that lines the labyrinth stimulates osteo- 
genesis. In making the fenestra great care must 
be taken not to scrape or strip the endosteum 
within the labyrinth. 

Fifth, we discovered that bone polished with a 
hard gold burnishing burr rarely shows osteo- 
genesis from the polished surface. 

Sixth, we confirmed the known fact that fibrosis 
tends to be followed by osteogenesis in bone in- 
juries. Accordingly fibrosis must be kept to a 
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minimum by controlling hemorrhage, preventing 
infection and minimizing inflammatory reaction 
due to tissue trauma. 

The application of these six factors demonstrat- 
ed by our animal experiments to the fenestration 
operation has resulted in reducing bony closures 
to less than 3 per cent of operations followed for 
more than two years. 

This does not mean that nearly every patient 
‘operated upon experiences a good result, for 
there are still problems to be overcome. But it 
does mean that once the patient experiences a 
good hearing improvement he may expect to keep 
it permanently, with the technique that is now 
being used. 

The risks of the fenestration operation have 
proved to be slight, despite the proximity to the 
facial nerve, to the dura of the middle and pos- 
terior cranial fossa, and to the sigmoid portion of 
the lateral sinus. In more than 1,600 operations 
over a nine-year period we have had no deaths 
and no serious complication. Temporary paraly- 
sis of the facial nerve is the most frequent com- 
plication. Dizziness lasting a few weeks, and in 
some cases persisting in a mild form for as long 
as two years, is the most annoying symptom fol- 
lowing operation. 

The careful selection of cases for the operation 
is very important, for the outcome will depend 
as much upon the selection of cases as upon the 
correct surgical technique properly carried out. 

The fenestration operation is first of all an 
elective operation, and the patient must be in 
good health. 

The tympanic membranes must be intact and 
within normal limits. 

Above all, the cochlear nerve function must be 
good for the speech frequencies as measured by 
the bone-conduction hearing tests. Making a new 
window cannot improve the hearing if the hear- 
ing nerve does not respond. 


According to the bone-conduction hearing tests 
we classify each patient and give him an ap- 
proximate prognosis with regard to his chances 
of regaining practical hearing. 

The ideal “Class A” candidate for the fenes- 
tration has normal hearing by bone conduction 
for all three of the speech tones of 512, 1,024 
and 2,048 vibrations per second. Such a patient 
has at least eight chances out of ten of regaining 
permanent hearing sufficient to do without a hear- 
ing aid. 

The suitable but not ideal “Class B” case has 
normal hearing for all but one of the speech fre- 
quencies by bone conduction. He has about five 
or six chances out of ten of a permanent good 
hearing result. 

The borderline “Class C” case shows a bone 
conduction curve below normal for two or three of 
the speech frequencies. He has only about one 
chance out of ten of a good hearing improvement, 
and as a rule such patients are encouraged to use 
a hearing aid rather than to be operated upon. 


In conclusion, the fenestration operation offers 
the victim of progressive deafness from oto- 
sclerosis a chance to regain sufficient hearing to 
do without a hearing aid. The prognosis in a 
particular case depends upon the condition of the 
auditory nerve as measured by the bone-conduc- 
tion hearing tests for the speech frequencies. 


If the operation is not successful, the hearing 
in the operated ear may be improved too little to 
be of value, or it may remain the same as be- 
fore operation, or, in about one per cent of cases, 
the hearing may be worse in the operated ear. 
For this reason the poorer hearing ear is select- 
ed for operation. 


At the present time, with the technique that is 
being used, the ideal candidate for the fenestra- 
tion operation has eight chances out of ten of 
regaining and keeping practical hearing. 





FBI CHECKS STATE MEDICINE 


One of the most startling misuses of public funds in 
many years was disclosed last week by Congressman 
Harness of Indiana who divulged that the FBI has com- 
menced an investigation of Federal agencies illegally 
propagandizing for socialized medicine. 

The Bureau of Research and Statistics of the Social 
Security Board was characterized by Harness as the 
“nerve center of socialized medicine propaganda for the 
entire world.” Harness declared that if the medical 
profession “can be taken over by the Federal Govern- 
ment and forged into a new and gigantic health bureauc- 
racy, it would only be a question of time until Wash- 
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ington likewise moved into the field of education, re- 
ligion, the press and radio.” 


Bureaus are charged by law with responsibility for 
administering legislation enacted by Congress, but the 
spending of huge funds by government agencies to 
“pressure” the enactment of legislation is a relatively 
new and alarming development. Since the first of this 
year various Federal agencies, according to Congress- 
man Harness, have spent nearly 75 million dollars for 
publicity and propaganda work.—California Feature 
Service, October 6, 1947. 
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FOLLOW-UP OF ABNORMAL PULMONARY FINDINGS OBSERVED 


IN MASS CHEST X-RAY SURVEYS 


HILBERT MARK, M.D., M.P.H. 


Director, Division of Tuberculosis, Minnesota Department of Health 
Minneapolis, Minnesota 


oe FILMING is only a means of screen- 
ing the apparently healthy population into two 
groups: (1) those persons with essentially neg- 
ative chests and (2) those in whom the project 
x-rays give an impression of some abnormality. 

Further examinations of the individuals in 
group 2 and adequate clinical evaluations are re- 
quired to sort out those in need of medical super- 
vision. All examinees who require such evalua- 
tion are referred back to their preferred physi- 
cian. Although every pulmonary shadow is not 
tuberculosis, yet tuberculosis should be ruled in 
or out as soon as possible. Primary tumors of the 
lung and other non-tuberculous pulmonary dis- 
eases may simulate tuberculosis. It is possible to 
diagnose early bronchiogenic tumors, benign or 
malignant, by adequate follow-up of localized em- 
physemas which appear as a result of partial ob- 
struction of a bronchus. This could lead to an 
earlier surgical attack on this type of tumor. Of 
course, there are other causes of localized disten- 
tion of the lung. 

The prompt clinical attention of the first physi- 
cian to see the patient after the survey report of a 
possible pathological condition is a serious respon- 
sibility. In many of these cases the determination 
of a correct diagnosis may require varied diagnos- 
tic tests. 

It can. be said, therefore, that the clinical evalu- 
ation should determine the following: 


1. Definite diagnosis and whether the disease 
is communicable 

2. Extent of the disease and whether it is acute 
or chronic 

3. Prognosis and determination of therapeutic 
procedure : 

4. If tuberculosis, disposition of the patient 
and whether his condition requires hospital 
or sanatorium care or whether he may con- 
tinue under local medical supervision. 


Since tuberculosis should be ruled in or out 
without undue delay, a complete clinical study 
should include the following: 

1. History—As the abnormality found will 
vary from very recent to very old, the degree and 
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variety of symptoms present will also vary widely 


from no apparent to marked symptoms. Past his- 
tory should be checked for tuberculosis exposure, 
hemoptysis, extended colds and coughs, malaise, 
et cetera. 


Occupational history may be exceedingly im- 
portant in the differential diagnosis. The results 
of previous tuberculin tests and roentgen examin- 
ations should be obtained in detail and verified. 


2. Physical Examination—A complete phys- 
ical examination should be made, and although a 
chest x-ray has been obtained, the examination of 
the chest should not be omitted. Temperaure re- 
cordings at different times of day and sedimenta- 
tion rates should be obtained. Special attention 
should be given to the determination of the pres- 
ence or absence of increased temperature, fatigue, 
or loss of weight. 


3. Tuberculin Tests —To be of value, this test 
must be given correctly with potent material and 
then interpreted correctly. It is then an extreme- 
ly valuable test in establishing the diagnosis of the 
case. Usually, the single test with 0.1 cc. of a 
1:1000 dilution of old tuberculin (0.1 mgm) will 
suffice. A negative test on several trials will rule 
out tuberculosis except under the following con- 
ditions : 


(a) fulminating cases when the ability to react 
to the antigen is lost 

(b) overwhelming miliary infections 

(c) recent cases when the infection has not 
been present long enough to produce the 
allergic phenomenon 

(d) following some infectious diseases such as 
measles when the allergic respone is tem- 
porarily lost. 


4. Sputum Tests—It is exceedingly impor- 
tant that a thorough search be made for tubercle 
bacilli. The presence of proved tubercle bacilli 
establishes the diagnosis. When sputum is pres- 
ent the initial examination can be by direct smear, 
but if no bacilli are found on direct smear, cul- 
tural studies should be made. 
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TABLE I. GUIDE FOR DISPOSITION OF PERSONS DIAGNOSED AS TUBERCULOUS* 






































Principal 
Cavity | Changes Tuberculin Symptoms: Disposition of Case 
on on Test Temperature 
X-Ray | X-Ray (1:1000 O.T.) Fatigue, or — 
Tubercle Film Film Intracutaneous Weight Loss Sanatorium Clinic or 
Group Bacilli Sanatorium Observation Private Phys. 
+ Present + Any one or ‘are If Beds Are Local Medical 
S Suspect + Reactor all Present Available Supervision 
0 Absent 0 Non-Reactor 0 All Absent 
1. s 
— Oor + 0 0 or + x 
2 Negative 
and 0 + 0 x 
3. Gastric 
Culture 0 + + x 
4. egntive S or + + 0 or + x 
5. No Sputum 
aad 0 + 0 x 
6. Gastric Culture 
Positive Ss + 0 x 
3 Sputum Culture 
egative Ss + + x 
ee and 
8. Gastric Culture 
Positive + + Oor + x 
9. Sputum, Smear 
or Culture Oor + Oor + Oor + x 
Positive 


























*Suggested modification of guide proposed by Hilleboe & Holm published in December 6, 1946, issue of Public Health Reports. 


In the absence of expectoration, a gastric lavage 
of the fasting stomach is indicated in order to ob- 
tain the required specimen. 

The work of a number of bacteriologists has 
shown that the gastric acid or enzymes or both 
have a deleterious effect on the tubercle bacilli. A 
twenty-four-hour delay markedly reduces the 
chance of recovery of viable tubercle bacilli. Both 
sputum and gastric specimens should be mailed to 
an accredited official or private laboratory with- 
out delay. 

If there are beds available in the sanatorium, it 
is better to have the patient admitted to the insti- 
tution so that the gastric lavage can be done early 
in the morning before the patient has had an op- 
portunity to move about or to drink. The speci- 
men obtained can then also be handled promptly 
and cultures inoculated while the tubercle bacilli, 
if present, are still viable. 


5. Serial and Special X-Ray Studies—If pos- 
sible, previous chest films should be obtained and 
used in review. These examinations may be in- 
dicated to determine the extent and position of the 
lesion. Changes or lack of changes of the pulmo- 
nary lesions will aid in determining whether the 
disease is acute or chronic and whether the lesion 
is stable, retrogressive, or progressive. 

If the diagnosis is tuberculosis, the next consid- 
eration is the disposition of the patient. To de- 
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termine this the physician should consider the sta- 
tus of the disease, the presence or absence of tu- 
bercle bacilli, the extent and character of the pul- 
monary lesion as revealed by the roentgeno- 
grams, and the presence or absence of cavities. 

It is hoped that the clinicians will submit spu- 
tum or gastric specimens periodically to the 
Health Department Laboratories on all patients 
remaining home under medical supervision. 

Contacts of positive sputum cases should be 
given the Mantoux test. If there is no reaction, 
the test should be repeated in two months and 
again in four months. If no reaction, further fol- 
low-up is not required. If the contact reacts, he 
should be x-rayed at the time of the Mantoux re- 
action, and rerayed in six months. If the x-ray 
examinations are negative, reray yearly unless 
the contacts are children, then reray at the age 
of twelve, and annually thereafter. 


Summary 

1. The necessity for a complete clinical evalu- 
ation by the private physician is discussed. Rec- 
ommendations are made of the points to consider 
in making such an evaluation. , 

2. A modification of the Guide for Disposition 
of Persons with Lesions Diagnosed as Tubercu- 
losis as outlined by Hilleboe and Holm is pre- 
sented. 
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ACUTE PERFORATED GASTRIC AND DUODENAL ULCER 


An Eighteen-Year Survey 


DONALD C, MacKINNON, M.D., F.A.C.S. 
Minneapolis, Minnesota 


HE general interest in acute perforated gas- 

tric and duodenal ulcer is indicated by the 
tremendous number of recorded observations, and 
the excellent reviews of this subject reported in the 
literature. Most of the publications disclose an 
obvious dissatisfaction with the high mortality 
rate in this acute abdominal catastrophy. Fur- 
thermore, there is a unified effort to correct the 
deplorably high mortality by outlining treatment 
along certain definite and well-established prin- 
ciples. 


During the first three decades of the twentieth 
century, the mortality in perforated ulcers de- 
creased considerably, according to DeBakey,® 
whereas, during the fourth decade, it diminished 
only 2.4 per cent with an operative mortality dur- 
ing that period of 23.4 per cent. The operative 
mortality figures of Sallick?® (10.8 per cent in 
seventy-four cases), Berson* (15.2 per cent in 
151 cases), and Black and Blackford* (11.8 per 
cent in ninety-three cases) are more favorable. 
According to DeBakey,*® the lowest mortality rates 
have been reported in the smaller series of cases. 


With refinements in surgical technique, anes- 
thesia, chemotherapy and preoperative and post- 
operative care, more encouraging results should 
be recorded in the future. However, there has 
been very little published during the last few 
years in support of this contention, except in the 
smaller series of cases. Graham’*?* reported 
fifty-one cases with one death, but when his series 
was extended to 111 cases, the operative mor- 
tality rate was 6.3 per cent. From the United 
States Navy, Lyons and Sinclair* reported one 
death in twenty-two Seabees. The recent figures 
of Baritell? (1.1 per cent operative mortality in 
eighty-eight cases) were unique. Whether these 
figures can be approached in the larger series, 
where the mortality risk is increased by including 
more individuals who are likely to develop car- 
diac, renal, and pulmonary complications, is prob- 
lematic. Only. by repeated analyses and reviews 


of this subject can lowered mortality rates be 
From the Minneapolis General Hospital and the Department of 
Surgery, University of Minnesota Medical School, Minneapolis, 


Minnesota. R y ; F 
ot before the Minneapolis Surgical Society, April 3, 
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revealed and improved methods of procedure be 
developed. 

During the past six years, the members of the 
surgical staff of the Minneapolis General Hospital 
have been impressed with an apparent decrease in 
the mortality from acute perfrrated gastric and 
duodenal ulcers operated upon in that hospital. 
In order to prove this impression, the present 
study was undertaken. Furthermore, a more 
complete interpretation of our changes in therapy 
and an opportunity to compare the statistical as- 
pects of our series with other collected series 
would then be possible. 


Source of Material 

This study includes all the cases of acute per- 
forated gastric and duodenal ulcers in which 
operation was performed at the Minneapolis Gen- 
eral Hospital during an eighteen-year period from 
1929 to 1946, inclusive. This represents a series 
of 176 cases. These patients were indigent, in 
a poor physical, economic, and social status, quite 
unlike patients in private practice. The emer- 
gency operations were performed in thirty-seven 
instances by ten visiting staff surgeons. One hun- 
dred thirty-nine patients were operated upon by 
thirty-four senior resident surgeons during their 
final six-month training period of the three-year 
fellowship in general surgery. The operations 
performed by the visiting staff were done, for the 
most part, during the first three years of the 
series before postgraduate training was well es- 
tablished in this hospital. 

Only the acute perforated gastric and duodenal 
ulcers treated surgically were included. Pene- 
trating ulcers and elderly moribund individuals 
who were admitted to the medical service with a 
diagnosis of coronary thrombosis, or other incor- 
rect diagnoses, showing perforated ulcers at 
necropsy, were excluded. Three patients treated 
conservatively were excluded. Two of these died 
and the diagnosis was verified at necropsy. One 
recovered and was operated on for a second per- 
foration three years later. One young woman 
was excluded whose appendix was removed and 
the overlooked perforated duodenal ulcer was dis- 
covered at necropsy. 
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TABLE I. MORTALITY FOR THE SERIES AND 
ACCORDING TO SIX-YEAR AND NINE-YEAR 
PERIODS (176 CASES) 

















, No. No. Mortality 

Period Cases Deaths Per cent 
1929-1946 176 38 21.6 
1929-1934 49 12 24.5 
1935-1940 63 21 33.3 
1941-1946 64 5 7.8 
1929-1937 82 24 29.3 
1938-1946 94 14 14.9 











TABLE II. MORTALITY ACCORDING TO THE 
AGE IN OUR SERIES AND IN THE 
COLLECTED SERIES® 














Collected 
Our Cases (176) Cases 

(4,147) 

Age No. No. Mortality Mortality 

Decades Cases Deaths Per cent Per cent 
10-19 2 0 0.0 14.3 
29 26 1 3.8 12.2 
30-39 40 3 7.5 18.9 

40-49 46 10 21.7 28. 

50-59 39 12 30.7 40.8 
9 17 9 52.9 55.3 
70-79 6 3 50.0 53.8 

















Table. I shows the mortality rates for the en- 
tire series: three consecutive periods of six years 
or two consecutive periods of nine years. The 
operative mortality rate of 21.6 per cent approx- 
imates the figure of 23.4 per cent in the col- 
lected series of 15,340 cases reported by De- 
Bakey.® The higher mortality rate in the second 
six-year period is due to a greater number of poor 
risk patients operated upon during that period. A 
more marked reduction in the mortality rate is 
found in the last six years of our series (7.8 
per cent in sixty-four cases), than in the last 
nine years of the series (14.9 per cent in ninety- 
four cases). Factors contributing to this reduc- 
tion will be discussed later in this report. At 
present, it is of interest to correlate various fac- 
tors of the disease with the death rate in order 
to determine their importance in the immediate 
prognosis. 


Age 

Age has long been recognized as being an im- 
portant prognostic factor. In this series the range 
was from fifteen to seventy-six years. The aver- 
age age of the entire series was 44.3 years. The 
average age of the survivors was 41.8 years and 
of those who died 53.5 years. The patients of 
the entire series were in a significantly older age 
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TABLE III. MORTALITY ACCORDING TO 
SEASONS (176 CASES) 











No. No. Mortality 

Season Cases Deaths Per cent 
Winter 47 10 21.3 
Spring 55 15 27.3 
Summer 33 ‘es 12.1 
Autumn 41 9 21.9 














group, 35 per cent being fifty years or older. 
According to six-year periods, the number of 
patients over fifty years of age was 22.4 per cent 
for the first period, 38.1 per cent for the second 
period and 39.1 per cent for the third period. 
These figures show that from the standpoint of 
age, the greatest number of poor risk patients 
were in the last six-year period when our mor- 
tality was the lowest, making our figure of 7.8 
per cent statistically significant. Table II shows 
a correlation between the mortality incidence 
and age according to decades in our cases and the 
collected series. There is a definite increase in 
the mortality with each succeeding decade. These 
figures do not differ markedly from those already 
reported by Graves, Judine,’* and DeBakey.® 
Their exceedingly high mortality incidence of 33.3 
to 50 per cent in individuals over fifty years 
clearly indicates the seriousness of the disease in 
people of that age group.: . . 


Sex 

In uncomplicated ulcer there is a ratio of six 
males to one female. The incidence of perfora- 
tion is much greater in the male, exceeding this 
ratio by four or five times. In our series there 
were 171 males and five females, a ratio of 34 
to 1. There were no deaths among the females. 
DeBakey® reported a mortality rate of 43.9 per 
cent in 474 females and 25.7 per cent in 2,152 
males, indicating that the prognosis is not as 
favorable in the female sex. Possibly this can 
be explained by the fact that women are more 
likely ta develop gastric rather than duodenal 
perforations, which, as will be shown later, usually 
result in a higher mortality rate. 


Seasonal Incidence 
Ulcer activity is considered to be greatest dur- 
ing the spring and autumn seasons. Table III 
shows the higher incidence of perforation in the 
spring and autumn, but also high during the win- 
ter, with the lowest incidence during the summer 
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season. Ulfelder and Allen* correlated the mor- 
tality incidence with the season in which upper 
respiratory infections were frequent and found 
a close relationship. In late autumn, winter, and 
early spring respiratory infections are frequent in 
Minnesota. In our series the mortality incidence 
was highest during these seasons and lowest dur- 
ing the summer months. 


Previous History 

A correlation between mortality and the pres- 
ence or absence of either a positive or a sugges- 
tive history of ulcer did not disclose a signifi- 
cant relationship in our series. There was a 
rather high incidence of some type of ulcer dis- 
tress as shown by the fact that 21.5 per cent of 
our patients gave a positive history of ulcer for 
a year or longer, 59.6 per cent gave a suggestive 
history of ulcer for a few weeks to several years, 
17 per cent gave no history of ulcer, and in three 
cases the history of ulcer was unspecified. All 
patients with a positive and suggestive history of 
ulcer had carelessly and stupidly neglected ade- 
quate medical therapy, in many instances having 
resorted at irregular intervals to alkalies or food 
for relief of their symptoms. Emphasis must 
again be placed upon the fact that these patients 
were indigent; most of them from the lower 
social and economic levels of society. Some were 
chronic alcoholics, others were transient and 
homeless, so there should be little difficulty un- 
derstanding that adequate medical management in 
such individuals is often unsuccessful and occa- 
sionally impracticable. Though perforation can 
occur in the presence of an adequate medical 
regimen, as observed in a few cases reported by 
Eliason and Ebeling,’ it did not occur under sim- 
ilar circumstances in any of our cases. There 
were three patients with recurrent perforations in 
our series. The original perforations were treated 
elsewhere in two patients. In one patient, a sim- 
ple closure was performed one year prior to the 
second perforation. In the second patient, the 
initial perforation was closed and a gastroenteros- 
tomy was performed; seven years later this pa- 
tient had a perforated gastrojejunal ulcer. The 
third case was of interest because the patient had 
a perforation three times at three-year intervals. 
The first perforation was treated conservatively, 
and the last two were duodenal perforations treat- 
ed by simple closure. Subsequently, this patient 
had a subtotal gastric resection. 
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TABLE IV. MORTALITY ACCORDING TO THE 
PREOPERATIVE TIME INTERVAL IN OUR 
SERIES AND IN THE COLLECTED SERIES® 














Collected 
Our Cases (176) Cases 
. (7,683) 
Time Interval No. No. Mortality Mortality 
Hours Cases Deaths Per cent Per cent 
0-6 92 10 10.9 10.5 
7-12 59 14 23.7 21.4 
13-18 14 6 42.8 38.5 
19-24 5 4q 80.0 62.4 
Over 24 5 4 80.0 61.5 
Unspecified 1 0 0.0 0.0 

















Time of Perforation 

In the literature, reference is made to the caus- 
ative relationship of activity, trauma, and oc-, 
cupation, to perforation. Little attention has 
been given to the time perforation occurs in re- 
lation to ordinary mealtime. There is a general 
conception that perforation often takes place 
during or after a heavy meal. In our series it 
was possible to determine the hour of perforation 
in 172 cases. In 121 cases (70.3 per cent) per- 
forations occurred between 9 a.m. and noon, 3 
p.m. and 6 p.m., and 9 p.m. and 6 a.m., with 
slightly more than 50 per cent occurring during 
the latter period or night hours. This figure 
might even be higher if one could assume that 
some of the twenty-five patients whose perfora- 
tions occurred during the dinner and supper hours 
had not eaten. This analysis is only presumptive 
evidence that perforation occurred more often 
during the periods when highly acid gastric secre- 
tions were less likely to be neutralized by food. 
In our series, only four patients definitely had a 
perforation while eating, six immediately after 
eating, one after drinking coffee, two after drink- 
ing beer, and two a few hours after a gastrointes- 
tinal x-ray study. 


Preoperative Time Interval 

Another extremely important factor, contrib- 
uting to the high mortality rate, is the lapse 
of time between perforation and operation. The 
rapid rise in mortality rate is clearly demonstrated 
in Table IV where our figures are compared with 
DeBakey’s® collected series. The mortality dou- 
bles, approximately, with the lapse of each suc- 
ceeding six-hour interval up to twenty-four hours. 
In our series the operation was performed dur- 
ing the first twelve hours in 85.7 per cent of the 
cases, indicating that there was little delay in 
operating upon these patients. According to 
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six-year periods, the number of patients with 
perforations over ‘twelve hours old before opera- 
tion was 14.2 per cent for the first period, 25.4 
per cent for the second period, and 19.1 per cent 
for the third period. The greatest number of 
poor risk patients were in the second period when 
our mortality was the highest. There were more 
patients with perforations over twelve hours in 
the last period when our mortality was the lowest, 
than in the first period. Therefore, from the 
standpoint of the preoperative time interval, a 
relatively large number of poor risk patients were 
operated upon during the last six years, making 
our mortality rate of 7.8 per cent significant for 
that period. 

The preoperative time interval is uncontrollable 
until the patient is within the jurisdiction of the 
medical attendant, when it then becomes a fac- 
tor directly under his control. This was shown 
in one of our deaths which was attributed, in part, 
to unnecessary delay. A _ thirty-three-year-old 
man was admitted three hours after first noticing 
symptoms of perforation but he was not operated 
upon until six hours more had elapsed. It is 
our policy to operate upon these patients imme- 
diately after making the diagnosis, which usually 
can be determined quickly and easily. Scoutter?® 
has shown that true shock is infrequent in these 
cases. This was also true in our patients where 
it was found rarely in a few late cases. There- 
fore, a short period of preoperative preparation 
ordinarily can be accomplished. We are also in 
accord with Olson and Norgore,?* and Graham,?? 
who believe that a sufficient delay is justifiable 
in the late case to correct the secondary manifes- 
tations of perforation, such as shock, and fluid 
and biochemical depletions. 


Though there is a tendency for the perforation 
to become sealed in late cases, this fact cannot 
be determined definitely with any degree of ac- 
curacy. Only three of our patients were treated 
conservatively and only one recovered. These 
three were seen late and were admitted in such 
poor condition that they were inoperable, or in 
sufficiently good condition to indicate that the per- 
foration may have been sealed and recovery might 
have been taken place. Baritell* treated five 
patients conservatively who were seen late when 
their signs and symptoms were subsiding, with 
recovery in all cases. He emphasizes careful 
evaluation, constant observation, and surgical in- 
tervention only when there were signs indicating 
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a relapse. Ulfelder and Allen* agree with Wan- 
gensteen*’ that nonoperative therapy should be 
considered in the older age group seen twelve 
hours after onset and showing signs of localiza- 
tion. Sherman* reported a 50 per cent mortality 
in fifty patients not submitted to operation; this 
group was not analyzed so the high mortality was 
equivocal. Visick*® reported two deaths in 
fourteen unselected patients treated conservative- 
ly. Taylor** bases surgical intervention on the 
degree of leakage that takes place, recommending 
conservative management in the early perforations 
and operation in the late cases. He reported four 
deaths in twenty-eight patients treated conserva- 
tively. Unquestionably, patients admitted to the 
hospital after the optimum time for operation 
has passed, and who are in poor physical condition, 
constitute a real problem in therapy and surgical 
judgment, as shown by two of our patients who 
died of profound shock during and immediately 
after the operation. We now believe that in the 
late case the patient should have a reasonable 
chance to survive the operation before operation 
is undertaken. 


Pneumoperitoneum 

The scope of this report does not include a 
detailed study of the symptoms and signs which 
are characteristic and helpful in making the diag- 
nosis of perforated ulcer. Roentgen-ray evidence 
of free air under the diaphragm in the upright 
position, or between the liver and the chest wall 
in the left lateral decubitus position is practically 
pathognomonic of a perforated viscus. 

Due to improved x-ray technique, the accuracy 
of this procedure has improved noticeably during 
the last ten years of our survey. Pneumoperi- 
toneum is not present in all cases, especially when 
the perforation is small, of short duration, or when 
the air bubble becomes pocketed by adhesions in 
a subhepatic position. The injection of air 
through an indwelling catheter in the stomach to 
increase the accuracy of this diagnostic aid was 
not practiced. Intraperitoneal free air was ob- 
served in the usual locations by roentgen-ray ex- 
amination in only 55.6 per cent of our patients. 
It was not demonstrated in one-fourth of the 
cases, and in the remaining patients an x-ray was 
not taken or was unsatisfactory. The literature 
contains numerous reports in which pneumoperi- 
toneum was demonstrated in from 50 per cent, 
as shown by McCabe and Mersheimer,”> to 95 
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per cent of the cases, as reported by Shallow.*° In 
the absence of pneumoperitoneum, an elevated 
serum amylase, as shown by Elman,” is helpful 
in distinguishing acute pancreatitis. Serum 
amylase determinations were done shortly after 
admission to the hospital in only eight of our 
patients, and in two cases they were abnormally 
high. Needle aspiration of the peritoneal cavity 
was done occasionally. The diagnostic value of 
this procedure has been reported by Steinberg.** 
If a small amount of methylene blue given orally 
can be retrieved by peritoneal aspiration, a per- 
foration is present. Recently, this procedure has 
been used in the cases showing no air under the 
diaphragm. When these procedures are positive, 
they are valuable diagnostic aids. When they are 
negative, they may cause further confusion and 
unnecessary delay in which valuable time is lost 
prior to surgical intervention. The diagnosis is 
not difficult in most cases and must be interpreted 
in the light of the characteristic history and phys- 
ical findings. 


Leukocyte Count 

The average initial leukocyte count performed 
on admission to the hospital was 14,250. The 
range was from 3,200 to 29,800. In some in- 
stances there was no leukocytosis. Among the 
deaths there were seven cases with ans initial 
leukopenia of counts below 6,350. In perfora- 
tion of less than twelve hours’ duration, the aver- 
age initial leukocyte count in 118 patients who 
survived was 14,550, and in sixteen deaths was 
11,950. When perforation had been present more 
than twelve hours the leukocyte count was not 
of prognostic value—for the average count in 
those who survived was 14,600 and in those who 
died 14,050. Berson* reports a mortality of 52.4 
per cent in patients with a leukocyte count under 
10,000. From these figures a normal leukocyte 
count or an initial leukopenia may indicate a grave 
prognosis. 


Anesthesia 


There is a controversy regarding the anesthetic 
of choice in operating for perforated gastric and 


duodenal ulcer. Sallick?® and McCreery”* found 
a lower mortality in those operated upon under 
general anesthesia, while Fallis,*° Shawan,** and 
Judine** found mortality rates from two to four 
times as great under general as under spinal anes- 
thesia. Baritell,2? in his spectacular series of 
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TABLE V. MORTALITY ACCORDING TO 
ANESTHESIA (176 CASES) 








No. No. 


Mortality 
Cases 


Anesthetic Per cent 





Ether of) 
Ethylene ether 65 
Cyclopropane ether 32 
Pentothal induction, cyclo- 

propane ether 5 
Pentothal induction, cyclopro- 

pane or nitrous oxide oxygen, 


_ 
on 


Total general anesthetics 


Spinal 
Spinal, Ethylene ether 
Total spinal analgesia 


wWhow 
= OO 


Local 
Local, Ethylene ether 
Local, Pentothal 

Total local analgesia 
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ROSS Om em 


£088 














eighty-eight cases with a 1.1 per cent mortality 
rate, used spinal anesthesia routinely. In a series 
of 1,776 collected cases, DeBakey® reported a 
mortality under general anesthesia of 29.9 per 
cent, under spinal anesthesia of 17 per cent, and 
under local anesthesia of 52.8 per cent. The 
higher mortality rate in the local anesthetic group 
can be explained by the fact that local was the 
anesthetic of choice in the late and originally 
poor risk patients. 

Table V shows a large variety of general, spinal, 
and local anesthetics, and combinations of anes- 
thetics used in our patients. They actually ran 
the gamut of anesthetic agents from the days of 
drop ether. This is a startling example of the 
changing trends in anesthesia and of the new 
discoveries constantly being made to find the 
most satisfactory and safest anesthetic or combi- 
nation of anesthetic agents for abdominal opera- 
tions. In our series the mortality incidence for 
the general anesthetic group was 18.1 per cent, 
spinal analgesia group 31 per cent, and local 
analgesia group 44.4 per cent. Supplementary 
anesthesia was frequently used in the spinal and 
local groups. Local analgesia was used in the 
poor risk patients. In this hospital spinal anal- 
gesia has been used frequently in lower abdominal 
operations, although it has never been popular 
in upper abdominal operations as shown by the 
relatively few times it was employed in our cases. 
The newer general anesthetic agents have defi- 
nitely contributed to our lower mortality rate dur- 
ing the last six-year period. A combination of 
these agents recommended by Knight,”° with the 
administration of pentothal induction, cyclopro- 
pane or 70 per cent nitrous oxide and oxygen, 
and the injection of curare intravenously, pro- 
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TABLE VI. MORTALITY ACCORDING TO THE 
LOCATION OF THE PERFORATION IN OUR 
SERIES AND THE COLLECTED SERIES® 








Collected 
Our Cases (176) Cases 
(4,825) 


Mortality 
Per cent 





Location Mortality 


No. 
Deaths Per cent 





Gastric 64 12 
Duodenal 23 
Pyloric x 2 
Gastrojejunal 1 

















duces a pleasant induction, adequate anesthesia 
with a high concentration of oxygen, excellent re- 
laxation, and a short recovery period which are 
all the desirable features of perfect anesthesia. 


Incision 
A right rectus muscle-splitting incision was 
used in 65.9 per cent of our cases. Other inci- 
sions employed were the left rectus, midline, sub- 
costal, and transverse. Wound infection and evis- 


ceration are frequent complications following op- 
erations for perforated ulcer, ranging from 25.6 
to 37 per cent of the cases reported by DeBakey 
and Odom,’ Meade,** and Kelly.*® Wound infec- 


tion, minor degrees of separation, and evisceration 
occurred in 18.7 per cent of our patients. There 
were five cases of extensive wound disruption and 
evisceration. 

Adequate exposure for closure of a perforation 
can be accomplished through a small vertical or 
transverse incision. Amendola’ used a small, ob- 
lique subcostal approach for suture of his perfora- 
tions. Hartzell and -Sorock’® recommended a 
short, transverse incision and lateral retraction of 
the rectus muscle for simple closure of acute per- 
foration. During the past four years our wound 
complications have been reduced to a minimum 
and no eviscerations have occurred following a 
small transverse incision used in twenty-six cases 
in which the diagnosis was certain. The incision 
was made 2 or 3 inches above and to the right of 
the umbilicus, transversely, through all layers of 
the abdominal wall. When more exposure was re- 
quired, the incision was extended to the right 
or left. Therefore, our incision was usually one- 
half the length of the transverse upper abdominal 
incision described by Lynn and Hull.” A sul- 
fonamide was’ frequently applied to the wound 
prior to opening the peritoneum, and the edges 
of the wound were carefully protected with ab- 
dominal packs. The wounds were closed with 


1258 


fine, interrupted, non-absorbable sutures. fy 
using this type of incision and wound closure, 
complications were reduced, and the patients were 
ambulatory within a few days. 


Site of Perforation 

The site of perforation is a significant factor 
in the prognosis. Some observers found a higher 
mortality rate in duodenal ulcers. However, the 
majority of authors report a higher death rate 
in gastric perforations, explained on the theory 
that they are likely to occur in older individuals, 
and produce greater spillage and contamination of 
the peritoneal cavity. In 4,825 cases collected by 
DeBakey,® the mortality incidence was 33.3 per 
cent in gastric perforations, 21.1 per cent in duo- 
denal perforations, and 22.2 per cent in pyloric 
perforations. As shown in Table VI, there was a 
slightly higher mortality rate in our duodenal per- 
forations. Also contrary to the rule, there were 
no deaths in our five female patients, and four 
of their perforations were in the duodenum. 
There was one perforation at the site of an old 
gastrojejunal anastomosis which resulted in a 
fatality. 


Unquestionably, in our series, there were sev- 
eral errors made in correctly locating the site of 
perforation at the time of operation, especially in 
the prépyloric ulcers. This was established in 
some patients by biopsies taken from the edges of 
what appeared to be gastric perforations but which 
proved to be inflamed duodenal mucosa. Like- 
wise, in some cases in the gastric group, gastroin- 
testinal x-ray studies taken before the patient was 
discharged from the hospital revealed a duodenal 
niche or deformity and a normal stomach. The 
error can be explained in most instances, by the 
obliteration of the normal landmarks around the 
pylorus in the presence of large ulcerations with 
widespread inflammation, induration, and edema. 

Graham* included only the duodenal perfora- 
tions in his most recent report, excluding the gas- 
tric cases on the basis that malignant degeneration 
was of common occurrence. Malignant degen- 
eration was not found in our gastric perforations. 
However, it must be admitted that biopsies were 
not taken in all of our cases, and immediate post- 
operative x-ray studies were also incomplete. A 
more careful immediate examination and follow- 
up study must be made to determine the incidence 
of malignancy in this group of patients. 


There were no multiple perforations discov- 
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TABLE VII. MORTALITY ACCORDING TO THE 
SIZE OF THE PERFORATION (176 CASES) 








Size No. No. 


Mortality 
mm. Cases Deaths 


Per cent 





1-5 92 
6-10 26 
Over 10 9 
Unspecified 49 














ered at operation. However, in our deaths, mul- 
tiple ulcerations were found at necropsy in two 
gastric ulcers, four duodenal ulcers, and one duo- 
denal ulcer with concurrent gastric ulceration. 
The second ulcer in the duodenum usually was 
found on the posterior wall opposite the anterior 
wall ulcer, the so-called “kissing ulcer.” The 
second ulcer was not perforated and, therefore, 
not a contributory cause of death in any of these 
cases. The possibility of a second perforation, 
though rather infrequent, must always be kept in 
mind. 


Size of Perforation 

Statistical data correlating the death rate with 
the size of the perforation are noticeably lacking 
in the literature. If the amount of spillage into 
the peritoneal cavity, which is an accepted etio- 
logical factor in many deaths, is directly propor- 
tional to the length of time the perforation has 
been present, there should also be a similar rela- 
tionship between the amount of peritoneal soil- 
ing and the size of the opening. Accurate meas- 
urement of our perforations was not made. Nev- 
ertheless, in the majority of operative reports 
there was an estimated measurement or a com- 
parative description of size noted. As shown in 
Table VII there was a definitely higher rate of 
mortality in the larger perforations. Therefore, 
this factor is important and bears a significant re- 
lationship to the prognosis. 


Bacteriology 

Davison, Aries, and Pilot’ have shown that the 
peritoneal culture is usually sterile during the first 
six hours following perforation and the convales- 
cence in these patients is good. When the peri- 
toneal fluid contains organisms, the prognosis 
should be guarded. In our patients only forty- 
three cultures were taken. Two were unsatisfac- 
tory. Prior to twelve hours, thirty-four cultures 
were taken. In the patients who survived, fifteen 
showed no growth, thitteen were positive, and 
the six cultures taken on the patients who died 
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TABLE VIII. MORTALITY ACCORDING TO THE 
TYPE OF OPERATIVE PROCEDURE IN; OUR 
SERIES AND IN THE COLLECTED SERIES® 








Collected 
Cases 
(11,284) 
Mortality 
Per cent 


25.9 


Our Cases (176) 


Mortality 
Per cent 


22.6 





Operative No. No. 
Procedure Cases Deaths 
Simple closure 160 33 
Closure and 
gastro- 
enterostomy 10 3 





30.0 20.4 


Excision and 
closure or 
pyloroplasty 


Subtotal 
gastrectomy 

















were all positive. After twelve hours there were 
only eight cultures taken. All were positive. 
Four patients survived and four died. Of 
the twenty-seven patients with positive cultures, 
ten (39.3 per cent) died. A variety of mixed and 
single growths of pathogenic and nonpathogenic 
organisms were found. The more common or- 
ganisms were the diphtheroids, yeast, staphylococ- 
cus, and hemolytic and nonhemolytic streptococ- 
cus. The streptococcus was found more often in 
the patients who died. 


Operative Procedure 

During the past few years, the surgical pro- 
cedures of pyloroplasty and gastroenterostomy 
have become relatively obsolete. Most surgeons 
with wide experience in this country agree that 
in this abdominal emergency a quick, simple clos- 
ure of the perforation is the procedure of choice. 
Lahey” aptly stated that the life of the patient 
should be saved and no attempt made to cure the 
ulcer. Though there are numerous authors, in- 
cluding DeBakey® (Table VIII), who have re- 
ported a lower mortality following radical pro- 
cedures, including partial gastrectomy, it should 
be understood that simple closure was admittedly 
performed in the poor risk patients. The late 
results of simple closure have been good in 65 
to 90 per cent of the cases followed by Johnston,?’ 
Gutherie and Sharer,’® and Williams,** indicating 
more extensive procedures are unnecessary. In 
DeBakey’s collected series® of 1,525 cases, the fol- 
low-up results were good or fair in 65 per cent 
of the cases. 

As shown in Table VIII, the mortality in our 
series is considerably lower for simple closure 
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than for closure plus gastroenterostomy, or ex- 
cision plus closure according to the Heincke- 


Mikulicz pyloroplasty. The latter procedures 
were done in only sixteen cases during the earlier 
years of the survey. Simple closure has been a 
routine procedure for several years in our insti- 
tution. The ulcer was usually closed with two 
or three rows of sutures, incorporating an omental 
tab in the outer row. In some of the large in- 
durated ulcers, this type of closure was accom- 
plished with difficulty. A modification of the pro- 
cedure of Gatch and Owen,™ of approximating 
' the anterior wall of the stomach to the duodenum 
over the perforation with interrupted silk sutures, 
was performed in a few cases. The method 
described by Graham,’* of suturing a free omental 
graft over the opening, was done in two cases 
with success. A variety of suture material was 
used in our closures. In seventy-six cases in 
which absorbable suture material was used, the 
mortality incidence was 31.5 per cent. Ia sev- 
enty-seven cases in which non-absorbable sutures 
were used throughout, or chromic through the 
ulcer and non-absorbable sutures in the outer 
layers, the mortality incidence appears to be sig- 
nificantly lower, 7.8 per cent. However, such 
correlations have questionable statistical value 
since there are several factors having an impor- 
tant relationship to the death rate. A sulfonamide 
was frequently, but not routinely, implanted lo- 
cally in the peritoneal cavity around the site of 
perforation. The value of this procedure has 
not been definitely determined. On two occa- 
sions, 100,000 units of diluted penicillin were 
used locally in the peritoneal cavity. 


Drainage 

Years ago drains were used frequently follow- 
ing operation for perforation. They were com- 
monly placed either below the liver, in the pelvis, 
in the upper right lateral gutter, or in the sub- 
cutaneous space of the wound to prevent com- 
plications and abscess formation. Later, a period 
followed in which drainage was advocated only 
when there was rather marked peritoneal soiling. 
Though many surgeons continue to employ drain- 
age, there seems to be an equal number of 
authors, as shown by DeBakey,® who believe 
drainage is contraindicated. At the present time 
there is an increasing tendency not to drain. 
Since fibrinous adhesions begin to form around 
the drains within the first twenty-four hours, it 
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becomes apparent that drainage of the peritoneal 
cavity is impossible except for a very limited area 
directly around the drain. 


Since 1935 drains have been rarely used in our 
cases. The incidence of wound closure without 
drainage was 46.5 per cent in our series. We 
believe that drainage is indicated only when a lo- 
calized abscess is present. Much reliance is 
placed on thorough cleansing of the peritoneal 
cavity by adequate removal of free fluid and food 
particles. In many cases the peritoneal cavity 
in the region of the ulcer was washed with a 
liter or more of warm saline and removed by 
suction. 


The problem of drainage is not of sufficient 
importance to make a statistical correlation sig- 
nificant between mortality and drainage, and such 
comparisons seem worthless. In our series the 
mortality rate was 34.6 per cent in the patients 
with intraperitoneal drainage, and 9.7 per cent 
in cases closed without drainage. The incidence 
of wound complications, such as infection, sep- 
aration, and evisceration, was 12.8 per cent in the 
patients without drainage and 18.2 per cent in 
those who were drained. 


Postoperative Management 

An analysis of cases over an eighteen-year 
period naturally brings to light many new methods 
of postoperative care. Ever since 1932 we have 
employed constant gastric siphonage until peristal- 
sis returns, which is usually on the third or fourth 
postoperative day. Adequate fluid and chemical 
balance were maintained ; plasma and whole blood 
were administered when indicated. At present, 
fluids are routinely started at the beginning of 
the operation, if not before. Occasionally oxy- 
gen was required. Patients were hyperventilated 
for two or three days and encouraged to cough 
up tracheo-bronchial secretions. Vitamin B com- 
plex and ascorbic acid were administered on the 
assumption that a vitamin deficiency exists occa- 
sionally in the ulcer patient. With the discovery 
of sulfonamides, the various drugs were fre- 
quently, but not routinely, used in either one of 
three ways: in the peritoneal cavity, in the wound, 
and/or postoperatively. Since penicillin has been 
available, we have used it routinely ; consequently 
the use of sulfonamides has diminished. By 
making a small transverse incision, tightly closed 
with a fine, interrupted silk technique in all layers 
of the wound, early ambulation was possible. 
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TABLE IX. POSTOPERATIVE COMPLICATIONS 
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TABLE X. CAUSES OF DEATH 




















These are the postoperative measures which have 
reduced our complications and mortality during 
the past six years. When discharged from the 
hospital, the patients were referred to the out- 
patient clinic for further observation and man- 
agement. A follow-up study of this series is 
contemplated as a problem for a subsequent re- 
port. 


Postoperative Complications 

Peritonitis is not classified as a complication 
because it is present in some degree, either chem- 
ical or bacterial, in all cases of perforated ulcer. 
Bronchopneumonia, with clinical symptoms and 
signs, together with roentgenological evidence, 
was the most frequent postoperative complication, 
occurring in thirty-four cases (19.5 per cent), 
as shown in Table IX. In twenty-six of those 
cases death occurred from bronchopneumonia as 
the chief, or as an important contributory cause 
of death, as shown in Table X. Wound infection 
with minor degrees of wound separation was the 
next most frequent complication. Various de- 
grees of atelectasis, as demonstrated clinically and 
roentgenologically, was the third most common 
complication, occurring in seventeen cases (9.6 
per cent). However, atelectasis was an asso- 
ciated cause of death in only one case. A few 
cases of massive collapse were saved by broncho- 
scopic aspiration. Paralytic ileus was marked in 
eight cases and an associated cause of death in 
six. Pleural effusion and empyema were present 
in a few cases. Among the five patients who 
eviscerated there were two deaths. The eviscera- 
tion was not the sole cause of death in those 
cases but a secondary complication of broncho- 
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(176 CASES) (38 CASES) 
Complication No. Per cent Causes of Death No. 
Bronchopneumonia 34 19.5 Necropsy Diagnosis ( 15 Cases) 
ound infection, slight separation 28 15.9 ronchopneumonia 13 
Atelectasis 17 9.6 Generalized peritonitis il 
Paralytic ileus 8 4.5 Cardiac disease* 4 
Wound disruption, evisceration 5 2.9 Paralytic ileus _ 3 
Pleural effusion 4 2.2 Subdiaphragmatic abscess 3 
Thrombophlebitis 2 1.1 Subhepatic abscess 1 
Delirium tremens 2 1.1 Pelvic abscess 1 
Empyema 1 5 _ " Q 
Subdiaphragmatic abscess 1 5 Clinical Diagnosis (23 Cases) 
Intestinal obstruction 1 5 Generalized peritonitis 19 
Gastric fistula 1 5 Bronchopneumonia 13 
Others* 3 1.7 Localized peritonitis 3 
Paralytic ileus 3 
Pleural effusion 3 
Profound shock _ 2 
*Include needle in thigh, otitis media and mastoiditis, and abscess Sues eenention 2 
right flank. ardiac disease : 
Atelectasis 1 
Septicemia 1 
Delirium tremens 1 
Possible pulmonary embolism 1 








*Include coronary sclerosis, rheumatic endocarditis (old valve 
defect), syphilitic aortitis, and mural thrombosis. 


pneumonia or peritonitis with paralytic ileus and 
abdominal distention. Only one subdiaphragmatic 
abscess was recognized postoperatively and treat- 
ed successfully. Other rare complications were 
intestinal obstruction, thrombophlebitis, gastric 
fistula, and delirium tremens. Our incidence of 
pulmonary complications including bronchopneu- 
monia atelectasis, pleural effusion and empyema 
was 31.8 per cent. DeBakey’s® incidence of 
pulmonary complications was 32.8 per cent in 772 
collected complications. 


Causes of Death 

Necropsy was done in fifteen of the thirty-eight 
deaths. Causes of death frequently overlapped. 
For example, some patients died of either gener- 
alized peritonitis or bronchopneumonia, while 
others died with enough peritonitis and broncho- 
pneumonia or some other associated condition, 
such as an intraperitoneal abscess, making it im- 
possible to determine accurately, from the record, 
the chief cause of death. As shown in Table X, 
bronchopneumonia and _ generalized peritonitis 
were the most common causes of death. Pleural 
effusion, empyema, paralytic ileus, localized 
peritonitis were less commonly found. The two 
deaths from profound shock include a patient who 
died on the operating table and another who died 
a few minutes after the operation. A few patients 
with overlooked localized abscesses might have 
been salvaged. DeBakey® also reported perito- 
nitis and pulmonary disease as the most frequent 
causes of death in his collected cases. 
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Conclusion 

In general, our series is similar to other re- 
ported series. During the past six years our 
mortality rate has been reduced to 7.8 per cent 
in sixty-four consecutive cases. We attribute this 
reduction to factors within our control, such as 
early operation, improvements in anesthesia, re- 
finements in surgical technique, and better pre- 
operative and postoperative management acquired 
through more complete knowledge of the fluid, 
chemical, protein, and vitamin requirements of 
the surgical patient. The use of chemotherapeu- 
tic drugs, especially penicillin, postoperatively 
appears to be a very important recent advance 
in reducing our complications and mortality. 


Summary 

One hundred seventy-six cases of acute gastric 
or duodenal perforations with operations during 
an eighteen-year period are presented. Mortality 
rates are discussed for the series and by periods. 
Correlations are made between the mortality and 
factors known to have a significant relation to 
the prognosis, such as age, preoperative time inter- 
val, anesthetic, site of perforation, size of perfora- 
tion, operative procedure, and postoperative man- 
agement. Other factors such as sex, seasonal 
incidence, time of perforation, pneumoperito- 
neum, leukocyte count, incision, drainage, com- 
plications, and causes of death are discussed. 
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Discussion 

Dr. Crarence E. Dennis: It is probable that Dr. 
MacKinnon’s review reflects the more recent experience 
of most hospitals of the type of Minneapolis General. 
As he points out, the general improvements that have 
been widely adopted in anesthesia, preparation of the 
patient, surgical technique, and postoperative manage- 
ment have resulted in a marked drop in mortality rates 
in the past few years. The advent of penicillin has 
played no small part in this development. 

This general change in type of management nullifies 
in part some arguments that one would like to draw from 
Dr. MacKinnon’s figures. He found a 35 per cent mor- 
tality rate in those patients in whom the abdomen was 
drained and a 10 per cent mortality when drainage was 
omitted. The significance of these figures is open to 
doubt by the fact it is the recent cases only, by and 
large, which have been closed tightly. The same con- 
siderations apply to the use of nonabsorbable suture 
in the closure of the gastric or duodenal defect, a 
relatively recent development; in this group the mor- 
tality was one-fourth that of the older catgut closed 
group. ; 

Even though one could challenge the argument that 
this showed silk intestinal closure to be safer than cat- 
gut, we are inclined to favor the use of silk through- 
out in view of the rather conclusive demonstration by 
Shambough and Dunphy (Surgery, 1937) that contam- 
inated wounds heal more cleanly when closed by silk 
than by catgut. 

A major share in the improvement in results comes 
from the quality of anesthesia now available to us. The 
exact type of anesthetic is much less important than the 
training which Dr. Knight and his group have provided 


(Continued on Page 1267) 
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STREPTOMYCIN: ITS PRESENT USES 


DONALD R. NICHOLS, M.D. 
Rochester, Minnesota 


1 effectiveness of streptomycin in control- 
ling certain infections which are resistant to 
other chemotherapeutic agents is now well es- 
tablished. Most authors agree that the use of 
streptomycin is justified in the treatment of all 
serious or potentially serious infections caused 
by organisms which are known to be sensitive to 
this antibiotic agent. Streptomycin has been found 
to be definitely superior to other available thera- 
peutic agents in the treatment of certain diseases. 
These diseases include tularemia, meningitis 
caused by Hemophilus influenzae, bacteriemia 
caused by susceptible organisms, uncomplicated 
infections of the urinary tract caused by certain 
organisms, pneumonia caused by Klebsiella pneu- 
moniae or Hemophilus influenzae, and some forms 
of tuberculosis. Streptomycin appears to be of 
value in the treatment of certain other infections 
but further clinical research will be necessary be- 
fore a final estimate of the value of streptomycin 
in the treatment of these infections can be made. 

The effectiveness of streptomycin in most cases 
of tularemia has been amply demonstrated.**?° 
The morbidity and mortality from this disease 
have been significantly decreased. 

Meningitis caused by Hemophilus influenzae 
usually responds well to treatment with streptomy- 
cin.’*?° In cases in which the patients are seri- 
ously ill, the use of sulfadiazine and rabbit anti- 
serum also should be considered. Meningitis 
caused by other organisms which are sensitive to 
streptomycin may respond to treatment with this 
antibiotic agent. Penicillin often is necessary to 
eradicate secondary invaders. 

Bacteriemia caused by certain Gram-negative 
and Gram-positive organisms responds well to 
treatment with streptomycin if the organisms are 
sensitive to this antibiotic agent.*?° Streptomycin 
is often effective in the treatment of bacteriemia 
caused by organisms which are resistant to peni- 
cillin. The literature contains reports of a few 
cases of bacterial endocarditis in which adminis- 
tration of streptomycin produced a cure.*7? 

Infections of the urinary tract caused by cer- 


Peon the Division of Medicine, Mayo Clinic, Rochester, Min- 
nesota. 
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tain susceptible Gram-negative organisms respond 
well to treatment with streptomycin but the results 
of the routine treatment of urinary infections with 
streptomycin have been disappointing.*?° The best 
results appear to have been obtained in cases in 
which the infection was caused by Proteus am- 
moniae or Aerobacter aerogenes. Poor results 
usually are obtained when a foreign body or ob- 
struction is present in the urinary tract. It should 
be remembered that streptomycin is most effective 
in an alkaline urine. Sodium bicarbonate or other 
alkalies should be administered when indicated. , 

Encouraging results have been obtained in the 
treatment of some types of pulmonary disease 
with streptomycin.?*> Pneumonia, particularly that 
caused by Klebsiella pneumoniae or Hemophilas 
influenzae, may respond to treatment with strep- 
tomycin. Empyema caused by sensitive organisms 
occasionally responds well. 

Accumulating evidence indicates that strepto- 
mycin has a limited suppressive action on infec- 
tions caused by Mycobacterium tuberculosis.* In 
many cases of predominantly exudative tuber- 
culosis of the lungs, the immediate results have 
been satisfactory. Tuberculous lesions of the, 
larynx and tracheobronchial tree usually have, 
healed under treatment with streptomycin. Chroni¢ 
draining sinus tracts may close within a few weeks 
after the administration of streptomycin is started. 
However, mortality rates remain high in cases of 
tuberculous meningitis and miliary tuberculosis 
in spite of treatment with streptomycin. In renal 
tuberculosis, actual healing has been observed 
only rarely. The place of streptomycin in the 
treatment of tuberculosis has not been fully deter- 
mined. It appears, however, that this will be a 
useful adjunct when combined with standard 
methods of treatment. 

Results obtained with streptomycin in the treat- 
ment of other types of infections have been vari- 
able. A suppressive effect has been noted*?° in 
some cases of acute brucellosis but there has been 
a recurrence of symptoms in most of the cases. 
No effect has been obtained in the treatment of 
chronic brucellosis. The results obtained to date 
in the treatment of typhoid fever have been dis- 
appointing. Laboratory studies suggest that 
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whooping cough may respond to treatment with 
streptomycin.* 

Streptomycin is an effective agent when ad- 
ministered to certain types of surgical patients. 
Recent studies have indicated that streptomycin, 
when administered by the oral route, is the most 
effective agent available for reducing the number 
of bacterial organisms in the feces.** It has been 
used successfully in the preparation of patients 
prior to operations on the colon. When admin- 
isteted by intramuscular injection or by nebuliza- 
tion, it is a helpful adjunct in the preparation of 
patients prior to pulmonary resection.“ In certain 
instances streptomycin appears indicated in the 
treatment of traumatic or operative wounds.” 

There is evidence to suggest that streptomycin 
is of value in the treatment of experimental peri- 
tonitis** but clinical experience is as yet too limited 
to warrant any definite statements regarding the 
effectiveness of this agent in the treatment of 
clinical peritonitis. 

The ability of some strains and species of or- 
ganisms to develop a resistance to streptomycin 
rapidly in vitro has been demonstrated repeat- 
edly.*° Clinically, a similar development of resist- 
ance appears to take place. The ability of bac- 
teria to develop a resistance to streptomycin is, 
of course, of great clinical importance. It appears 
essential that the bacteria be eradicated completely 
in the shortest possible time if satisfactory clinical 
results are to be obtained. This means the admin- 
istration of adequate doses of streptomycin from 
the onset of treatment and the use of all other 
measures which will aid in eradicating the in- 
fecting organism rapidly. 

Some toxic reactions have been encountered 
from the use of streptomycin. Disturbances in 
equilibrium and hearing may occur if treatment 
with streptomycin is prolonged. Dermatitis is 
encountered in some cases. Because of these toxic 
manifestations, care must be used in the admin- 
istration of this antibiotic agent, and the indis- 
criminate use of streptomycin is to be condemned. 
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Summary 

Streptomycin appears to be definitely superior 
to other available chemotherapeutic agents in the 
treatment of certain diseases. These diseases in- 
clude tularemia, meningitis caused by Hemophilus 
influenzae, bacteriemia caused by susceptible or- 
ganisms, uncomplicated infections of the urinary 
tract caused by certain organisms, pneumonia 
caused by Klebsiella pneumoniae or Hemophilus 
influenzae, and some forms of tuberculosis. Strep- 
tomycin appears to be of value in the treatment of 
certain other infections but further clinical re- 
search will be necessary before a final estimate 
of the value of this agent in the treatment of these 
infections can be made. Streptomycin is an effec- 
tive agent when used in the preparation of patients 
for operations on the colon and prior to pulmonary 
resection. Certain toxic manifestations are occa- 
sionally encountered when streptomycin is ad- 
ministered to patients. 
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Think of the benefit from a campaign to stop the 
spray of infected mouth and nose droplets! Not only 
would the spread of the disease be slowed, but the sea- 
sonal surge of diseases like the common cold, influenza, 
measles, whooping cough and pneumonia would diminish. 
It would be possible to go to a movie without having a 
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germ-laden spray hurled at one from behind and conse- 
quently having to suffer from the other fellow’s respira- 
tory infection. Under these conditions, dodging the 
tubercle bacillus, in and out of the hospital, would be 
possible for all of us.—Ezra Brince, M.D., NTA Bulle- 
tin, June, 1947. 
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CARDIAC FINDINGS DUE TO STERNAL DEPRESSION 


Report of Two Cases 


ALLAN E. MOE, M.D. 
Moorhead, Minnesota 


A N apical systolic murmur is often the domi- 
nating sign on which the diagnosis of organic 
heart disease is based. Rarely, it may be the only 
finding indicative of organic involvement. In- 
correct evaluation of this murmur is frequently 


Fig. 1 


responsible for the erroneous diagnosis of heart 
disease. This is particularly serious in young in- 
dividuals, usually resulting in unnecessary limi- 
tation of physical activities, and its implications 
lead many of them to a psychoneurotic state. 

Sternal depression is a deformity commonly 
encountered in the average medical practice. It 
was found, according to Lang, in 3 to 5 per cent 
of children in the first year of school.’ The 
pathogenesis of this condition is not clear. Some 
of the possibilities mentioned are: delayed and 
abnormally slow growth of the sternum; purely 
mechanical intra-uterine deformity caused by 
pressure of the chin, heel, or knee; trauma dur- 
ing the second half of pregnancy; fetal rickets ; 
fetal mediastinitis; disturbances:of the central 
nervous system; persistence of a physiologic de- 
pression in the anterior chest wall during the sec- 
ond month of fetal life.* Bromer* observed sternal 
deformities in rachitic children in the late stage 
of complete healing, and states that these de- 
formities often remain throughout life. 

When a sufficient degree of sternal depression 
exists, the heart is shifted to the left.*** In cases 
where the heart is fixed in the normal position 
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the sternal depression indents the heart. Other 
findings noted in different cases are: basilar, 
apical, and pulmonary systolic murmurs; redu- 
plication of the first and second heart sounds; 
accentuation of the second pulmonic sound.?***:?: 





Fig. 2 Fig. 3 





Fig. 4 


The electrocardiographic findings are not char- 
acteristic. Evans? points out that apparent en- 
largement of the cardiac shadow in the anterior- 
posterior roentgenogram of the chest is not con- 
firmed in the oblique views, where the heart 
shadow is normal in size or sometimes seems 
small. In a comprehensive review of a series of 
sixteen cases of sternal depression, he notes that 
the apex beat was displaced outward and a systolic 
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Fig. 8 


murmur present in every case. In five of these 
cases rheumatic heart disease had been wrongly 
diagnosed. It can easily be seen how this com- 
bination of signs would lend itself to the er- 
roneous diagnosis of heart disease. 

The following two cases were thought worthy 
of presentation to emphasize this aspect of the 
problem. 

Case Reports 

Case 1—A white girl, eighteen years of age, con- 

sulted me because of a “heart condition” discovered 
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Fig. 7 


during a physical examination for college entrance. She 
had been advised to exclude all strenuous activity, and 
was not allowed to take gymnastic classes. She had no 
complaints and had always enjoyed good health. On 
questioning, she felt that she became slightly more 
dyspneic than her friends on strenuous exertion. There 
was no rheumatic or rachitic history. Family history was 
noncontributory. 

On physical examination her height was 5 feet 5 
inches, weight 125 pounds. She appeared in excellent 
health. A moderate degree of sternal depression was 
apparent (Fig. 1). A soft systolic murmur was heard 
over the pulmonic area and at the apex. There was a 
slight reduplication of the first sound at the apex. 
The pulmonic second sound was markedly accentuated. 
Pulse was 80 per minute and ‘rhythm was regular. Blood 
pressure was 118 mm, of mercury systolic and 86 di- 
astolic. After exercise the apical systolic murmur was 
accentuated, loudest during inspiration, returning to its 
original intensity within 10 seconds, as soon as the heart 
rate slowed somewhat. The heart size seemed within 
normal limits. The remainder of the physical examina- 
tion was negative. 

Routine laboratory studies, including urinalysis, com- 
plete blood counts and hemoglobin determination, blood 
sedimentation rate and Kahn flocculation test, were 
all interpreted as normal. In the anterior-posterior 
roentgenogram of the chest a slight shift of the entire 
heart to the left was noted (Fig.2). The lateral view 
shows the sternal indentation with a heart shadow of 
normal size (Fig.3). Fluoroscopic study revealed the 
heart to be within normal limits as to size and contour. 
The electrocardiogram was not abnormal (Fig. 4). 


Case 2—A sixteen-year-old boy in good health con- 
sulted me for a physical examination. He had no com- 
plaints. His past health had been excellent; however, 
he -had been said to have had rickets during infancy. 
Family history was non-contributory. 

On physical examination his height was 5 feet 11 
inches, weight 140 pounds. A mild degree of pyorrhea 
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was present. Moderate depression of the sternum was 
evident (Fig.5). At rest a soft rubbing apical systolic 
murmur was heard during inspiration. The pulmonic 
second sound was moderately accentuated. Blood pres- 
sure was 130 mm. of mercury systolic and 76 diastolic. 
Pulse was 96 per minute and rhythm was regular. The 
heart size seemed within normal limits. The remainder 
of the physical examination was negative. 

Routine laboratory studies, including urinalysis, hemo- 
globin determination, white blood count, blood sedimen- 
tation rate, and Kahn flocculation test, were all inter- 
preted as normal. Roentgenographic study, including 
anterior-posterior (Fig.6) and lateral films (Fig. 7) 
of the chest, with fluoroscopic study, revealed the sternal 
depression, with no alteration in the position of the heart. 
The heart size and contour were within normal limits. 
The electrocardiogram revealed no abnormal findings 


(Fig. 8). 


Comment 

Sternal depression is encountered frequently 
enough so.that a clear understanding of possible 
abnormal cardiac findings due to this deformity is 
important. The erroneous diagnosis of organic 
heart disease in a young individual may needlessly 
deprive that person of a normal life, and build up 
psychoneurotic patterns which may endure. In 
sternal depression, apparent enlargement of the 
heart plus abnormally accentuated heart sounds 


and murmurs furnish the necessary criteria for a 
diagnosis of heart disease based upon a cursory 
examination. Thorough study, with roentgeno- 
grams of the anterior-posterior and lateral views 
of the chest, with fluoroscopic study, will eliminate 
erroneous diagnoses of heart disease in this type 
of case. 


Summary 

Two cases in which depression of the sternum 
produced abnormal cardiac findings are reported. 
There was no evidence of organic heart disease 
in either case. Attention is called to the abnormal 
cardiac findings possible on the basis of this de- 
formity, and the importance of careful evaluation 
in order to avoid the erroneous diagnosis of or- 
ganic heart disease, particularly in the young in- 
dividual. 
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ACUTE PERFORATED GASTRIC AND DUODENAL ULCER 
(Continued from Page 1262) 


for our personnel. It is a pleasure to compliment Dr. 
MacKinnon on the excellent review which his study has 
provided. 


Dr. STANLEY R. MAXEINER: Ninety consecutive cases 
of perforated peptic ulcer were treated surgically at the 
Minneapolis Veterans Hospital with a mortality of 5.5 
per cent, and sixty-two cases treated consecutively with 
but one death. Some of these patients were seen from 
twenty-four to thirty hours after perforation and still 
recovered. I might also add that we had no regular 
anesthetist and that anesthesia consisted of spinal and 
local done: by the surgeon. I personally served in the 
capacity of consultant, and the greater part of the sur- 
gery was done by Doctors Sedgley, Culligan, Westphal 
and Mandell. 


Dr. E. A. REGNIER: I enjoyed hearing Doctor MacKin- 
non’s paper immensely and I want to congratulate him 
on his presentation. The tables he presented afford a 
great deal of information. I was impressed by his 
conclusions that the type of incision and the type of 
closure of these wounds are important factors in mor- 
bidity and mortality. I definitely subscribe to the trans- 
verse incision or some modification of such incision for 
the repair of perforated ulcers. 


Dr. MAcKINNoN (in closing): One should not in- 
clude untreated cases having an incorrect diagnosis of 
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perforation with the cases in which the diagnosis has 
been made and conservative management instituted. Our 
records reveal several deaths due to gastric and duodenal 
perforations in patients who were not operated upon or 
treated conservatively. In these cases the correct diag- 
nosis was unknown until necropsy had been performed. 
Several of these perforations, with incorrect diagnoses, 
occurred in moribund and elderly people over seventy 
years of age. Due to their moribund condition, or the 
difficulty in obtaining an adequate history, or the pres- 
ence of minimal abdominal findings, an incorrect diag- 
nosis of coronary disease was frequently made. Appar- 
ently, acute perforations are difficult to detect in old 
people, but the possibility of this condition being pres- 
ent should be kept in mind. 

From our analysis, the most important and constant 
factors having a relationship to the mortality are age 
and the interval between perforation and operation. Per- 
forations present for longer than twelve hours, or per- 
forations in people over fifty years of age, have a mor- 
tality rate higher than the general average. This rate 
increases in direct proportion to age and the lapse of 
time up to twenty-four hours. Since the physician has 
no control over age and only a partial control of the 
preoperative time interval, extremely low mortality fig- 
ures for the larger series of cases seem unlikely in the 
future. Nevertheless, one must strive for a lowered mor- 
tality rate through the proper employment of the in- 
fluential factors under his control. 


1267 








History of Medicine In Minnesota 





NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 
Rochester, Minnesota 


(Continued from November issue) 


H. Thomas, a general practitioner of the eclectic school, was in Chatfield 
from about 1865 through 1881, according to a business gazetteer, and al- 
though entries in such directories are not always indices to terms of residence, 
since their insertion presumably depended on the inclination of the subjects, 
the fact that Dr. Thomas’ registration was continuous from 1865 through 1881 
may reasonably be taken to mean that he left Chatfield in the year 1880 or 1881. 

The venerable Timothy Halloran, in his history of Chatfield, in dis- 
cussing physicians mentioned that “Dr. Thomas also practiced here for many 
years and moved to Saint Paul, where he died.” In 1942 an eminent citizen 
of Chatfield recalled Dr. Thomas as a man of middle age whe was in Chatfield 
ten or fifteen years, “about in line in professional ability with the rest of 
them.” Another resident of Chatfield, one of the few to remember him, said 
that Dr. Thomas “was genteel and polished. His wife’s maiden name was 
Berdon. She was the widow Terwilliger, living with her two children in 
Chatfield, when Dr. Thomas fell in love with her and married her.” And 
still another early citizen, in 1943 in his nineties, described Dr. Thomas as 
one of dignified presence, meticulous grooming and fine clothes who habitually 
wore a tall silk hat and carried a cane. On one occasion, however, dignity and 
sartorial splendor were forgotten. It seems that on a day when the wooden 
sidewalk in front of Briley’s Store was being torn up for replacement, sundry 
of the unoccupied citizens of the town were at hand, looking in hope of 
coins among the debris that had accumulated under the boards. A clerk in the 
store (the old gentleman of this reminiscence), happening to have a five 
dollar gold piece in his pocket, palmed the coin, ostensibly joined the search, 
and suddenly with a shout announced this imposing find. To his great de- 
light, among the group of searchers which now rapidly increased, was Dr. 
Thomas, on his hands and knees, fine clothes, silk hat, cane and all. 

In September, 1870, when Dr. O. A. Case, of Preston, was appointed 
deputy coroner of Fillmore County, he moved to Chatfield, where he entered 
partnership with Dr. Thomas, “who is well known in this county as a skillful 
practitioner.” And it was in the office of Drs. Thomas and Case that a meeting 
of the Fillmore County Eclectic Medical Society, of which Dr. Case was 
president, was called for October 3, 1870, “all brethren of the profession in 
good standing” being invited to attend. 

It is worthy of note, in view of scanty data and some necessarily unverified 
statements, that a Dr. Harold Thomas, residing in 1883 in Hubbard, Hub- 
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bard County, was licensed on examination under the “Diploma Law” of 
1883, receiving state exemption certificate No. 598-1 (R), given on December 
31, 1883. 

It is believed worthy of note also that, as mentioned earlier in this series, 
there came to Minnesota in 1864 one “Hammond, Thos.,” physician and sur- 
geon, native of Adams County, Pennsylvania, who settled in section 31 (in 
which a part of the village of Chatfield lies), Elmira Township, Olmsted Coun- 
ty. This man was listed, post office Chatfield, in an illustrated atlas of Min- 
nesota of 1874 as one of the book’s patrons. Considering the complete lack 
of information otherwise concerning a Dr. Hammond and the fact that Dr. 
H. Thomas supposedly came to Chatfield in 1864 or 1865, it is suggested 
that through a clerical error the name appeared “Hammond, Thos.” instead 
of “Thomas, Hammond” (or, possibly, “Harold”). 


Edward R. Thompson was born in 1853 at Chicago, Illinois, one of a family 
of five boys. His father, Richard Iver Thompson, was a native of Bergen, 
Norway; his mother was an American woman, a native of Chicago. In their 
adult years the five Thompson brothers all were residents of Minnesota: Enos, 
.a lawyer, and William, who had an abstract office, were in Preston; Clarence, 
a manufacturer, and Cilius, a lawyer, settled in Minneapolis. 

Edward Thompson, on completion of his preliminary schooling, was a stu- 
dent at the Upper Iowa University, at Fayette, for two years and thereafter 
completed his academic work and took a course in pharmacy at the University 
of Minnesota. It is probable that immediately on completion of his work 
at the university he entered the Minnesota College Hospital, which was or- 
ganized in East Minneapolis in the summer of 1881, for he was graduated 
from that school of medicine in 1882. On November 10, 1883, after the pas- 
sage of the “Diploma Law” in Minnesota Dr. Thompson received certificate 
No. 275 (R). He was then practicing medicine in Minneapolis and the inference 
is that he remained in Minneapolis until moving to Harmony, Fillmore Coun- 
ty, in 1893. Dr. Lewis K. Onsgard, a native of Spring Grove, Houston County, 
had just moved to the village of Houston after five years as a physician in 
Harmony and the village was temporarily without a resident physician. Here 
Dr. Thompson remained in general practice for fifteen years, a well-qualified 
physician who is recalled as progressive in his methods and in his use of 
superior equipment that was advanced for the time. He was a member of 
the Methodist Church and of fraternal orders, among them the Independent 
Order of Odd Fellows and the Modern Woodmen of America. In 1908 Dr. 
Thompson left Harmony to settle in the village of Peterson, a few miles from 
Rushford, where he spent the remainder of his life. 

Edward R. Thompson was married to Harriet Lockwood, a schoolteacher, 
of Eau Claire, Wisconsin. One child was born of the marriage, Lulu, who 
became Mrs. E. R. Pitt, of Eau Claire, and Dr. and Mrs. Thompson adopted 
one daughter, Mae, Mrs. R. L. Hanson, of St. Paul. When Dr. Thompson 
died of pneumonia in 1918, in a La Crosse Hospital, he was survived by 
Mrs. Pitt and Mrs. Hanson and one brother, Clarence Thompson. 


French W. Thornhill, son of Samuel Payne Thornhill, M.D., was born in 
Coshocton County, Ohio, on July 18, 1843. 


Dr. Samuel Payne Thornhill, in any record of physicians in Minnesota and 
in any mention of his physician son, should receive consideration. Born in 
Rockingham County, Virginia, on March 21, 1821, Samuel P. Thornhill was 
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left an orphan when he was a small child. For a few years he lived with rela- 
tives but early was thrown on his own resources for support and education, 
and the fact that he became an able physician bespeaks the caliber of his 
native ability. He studied medicine under a preceptor in West Carlisle, 
Coshocton County, Ohio; began medical practice there and married in the 
community. His sons, French W. Thornhill and Ampstead S. Thornhill and 
a third child were born in the county, presumably in West Carlisle, in the 
forties. While the children were young, Dr. Thornhill moved with his family 
to Wisconsin, settling first in Horicon; his wife had died, and in Horicon he 
married again. Of the second marriage there were two children. After a 
year or two he moved to Janesville, in 1848, where he was in partnership 
with Dr. Treat, who later practiced successfully in Chicago. In 1855 Dr. 
Thornhill settled in Hudson, Wisconsin, for seven years. When the Civil War 
broke out he was made regimental surgeon of the Eighth Wisconsin Volunteer 
Regiment, the Eagle Regiment under Colonel Murphy, and in 1862 he became 
brigade surgeon. In the winter of 1869-1870 Dr. Samuel P. Thornhill, accom- 
panied by his son, French W. Thornhill, who had qualified as a physician, 
arrived in Austin, Mower County, and there he practiced medicine ably for 
the next ten years, the first three in partnership with Dr. French W. Thorn- 
hill, the last seven alone. He died in Austin in March, 1879, from gastric 
hemorrhage. At the time of his death he had for a period of years been making 
his home with Mr. and Mrs. (Ellen M. Backus) Fairbanks. (Mrs. Fairbanks 
studied medicine under Dr. T. Thornhill’s instruction and subsequently, in 
1881, she was graduated from the Women’s Medical College of Chicago and 
carried on a successful practice in Austin.) Dr. S. P. Thornhill was known in 
Austin as an untiring, skillful physician, “second to none in his professional 
attainments” and, “if he had faults, he also had virtues,” for he was a true 
and generous friend and a kind father. 


French W. Thornhill at the age of nineteen years entered the Union Army 
during the Civil War and served as assistant surgeon in the Eighth Volun- 
teer Wisconsin Regiment, in which his father was regimental surgeon. It 
seems obvious that Dr. Samuel P. Thornhill had been and continued to be 
his son’s preceptor. After the war French Thornhill became a student at the 
Cincinnati Medical College, from which he was graduated in 1869. Soon: 
after his graduation he was married and when, in 1869, he joined his father 
in moving to Minnesota, his young wife accompanied him. Minnie A. Smith 
was born in Daggett Hollow, Tioga County, Pennsylvania, moved with her 
family to Cambria, Columbia County, Wisconsin, when she was a young 
girl, and at Cambria was married to French W. Thornhill. There were four 
children of the marriage, two of whom died in infancy. 


For a few years Dr. French W. Thornhill practiced medicine with his 
father in Austin and for a part of the time managed a farm in sections 5 and 
6 of Austin Township that the senior Dr. Thornhill had bought from John I. 
Wheeler, who was going into Freeborn County. In 1872 with his family Dr. 
French W. Thornhill settled permanently in Spring Valley, Fillmore County. 
For many years his professional card appeared in the local newspaper, West- 
ern Progress: “F. Thornhill, M.D., Physician and Surgeon. Over Bank,” and 
until after the turn of the century he was listed in a reliable gazetteer as a 
practicing physician of the village. In 1883, when the act to regulate medical 
practice in Minnesota was passed, he received an exemption certificate on 
the basis of his years of experience. 
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Dr. Thornhill followed his profession in Spring Valley and the surround- 
ing community for forty years, combining his professional activities with farm- 
ing and the raising of fine horses. He died at his home on February 4, 1912, 
in his sixty-ninth year, survived by his wife, two sons and his brother, Amp- 
stead P. Thornhill, of Racine, Mower County, since deceased. Minnie A. 
Thornhill lived twenty-one years after her husband’s death and died in Spring 
Valley on February 1, 1933, at the home of her son, Fred Thornhill. In 1943 
the two sons, Fred and Frank Thornhill, both retired farmers, were living in 
Spring Valley. 


Augustus Howland Trow was born at Cummington, Massachusetts, on 
October 22, 1822; he was graduated from the Castleton Medical College 
(sometimes known as the Academy of Medicine) at Castleton, Vermont, on 
November 13, 1853; and in the summer of 1856, physician and surgeon, Bap- 
tist minister and farmer, he came with his wife and four children into south- 
ern Minnesota and settled in Chatfield, Fillmore County. Olive Almira Trow, 
of equal age (October 17, 1822) with her husband, was a native of Stamford, 
Vermont. The children were Ellen Acenith, born on July 27, 1843, and Henry 
Nathaniel, born on July 24, 1849, both at Windsor, Massachusetts; William 
Howland, native of Victory, New York, born on August 8, 1851; and Milton 
Augustus, native of Montezuma, New York, on May 10, 1853. 

A portion of Chatfield lies in the adjoining county of Olmsted on the north, 
but in 1856, as now, the greater part of the business section of the village 
was in Fillmore County. One of Dr. Trow’s earliest acts of which there is 
record after his arrival in Chatfield was to conduct the first religious services 
to be held in the village, reading his texts from his sheepskin-covered Bible, 
and shortly afterward he preached in a neighboring community in Elmira 
Township, Olmsted County. The little congregation of Elmira met in a 
grove, for in the settlement less than two years old there was not yet a 
church building and the pioneers as a rule attended services at Chatfield 
(settled in 1853). 

It was not long before Dr. Trow was well established in the practice of 
medicine, in business, civic affairs and politics, and in farming. In the course 
of a few years after his arrival he owned and farmed land in section 33, 
Elmira Township, Olmsted County, and in section 4, Chatfield Township, 
Fillmore County, and in the early period he hauled his grain, as was cus- 
tomary in the region, with horses or oxen to the mills and markets of Win- 
ona, on the Mississippi River. In uncertain autumn and winter weather, over 
rough and hilly roads, with thirty to forty bushels of grain to a load and 
each trip taking three or four days, those were long and cruel hauls for both 
men and beasts. It has been remembered that the route was dotted with 
the bones of animals that had succumbed to the rigors of the work. 

In the autumn of 1856, then with his headquarters on Fillmore Street, Dr. 
Trow was one of the physicians of Chatfield who published professional 
cards in the first issue of the Chatfield Republican. And in the summer of 1858 
he advertised in the Chatfield Democrat, as follows: 


DRUG STORE 


Dr. Trow would respectfully say to the public that he has on hand a full 
and well selected assortment of Drugs, Patent Medicine, Xc., which he will 
sell on the very lowest terms, for Cash—including Sloan’s Medicine, which 
he will sell at the unprecedented low prices as follows: 
Sloan’s Ointment 15 cts. per box 
Condition Powders 20 and 4 per box 
All other Medicines and Drugs in Proportion. 


July 31, 1858. A. H. Trow, M.D. 








HISTORY OF MEDICINE IN MINNESOTA 


And, seasonably, in the late autumn appeared this announcement: 


CUTTERS! CUTTERS! Those who would like a sleigh ride, will do well 
to call upon the subscriber, who has on hand and offers for sale, a stock 
of splendid 


CUTTERS 


at the lowest market prices. 
Chatfield, November 20, 1858. A. H. Trow 


Although his professional and business cards were not published regularly 
in the newspapers, his name was listed in various directories of the state 
from 1865 to and including 1887. 

Apparently a man of foresight and sense of professional obligation, in the 
autumn of 1866 Dr. Trow joined a small group of physicians from various 
parts of the county in founding the Fillmore County Medical Society and he 
became the first treasurer of the organization. In one account, in the list of 
charter members appears the name of M. A. Trow, obviously by mistake, as 
related earlier, for Milton A. Trow, a son of Augustus H. Trow, although in 
due time a physician, was in 1866 only thirteen years of age. Dr. A. H. Trow 
became a member of the Minnesota State Medical Society not long after its 
re-organization in 1869; his name (A. Trow) appears in the transactions of 
1873 as a member of the Committee on Obstetrics. And in 1879 and 1880, 
with nine other physicians, of Fillmore County, among whom was Dr. Refine 
W. Twitchell, of Chatfield, Dr. Trow and his son, Dr. Milton A. Trow (grad- 
uated in medicine in 1876), replied to circulars sent out from the State Board 
of Health by Dr. Franklin Staples, of Winona, asking for reports on the 
local incidence and control of diphtheria. Excerpts from the statements sent 
in from Chatfield and published in the official report without the reporters’ 
names, were used in the narrative that preceded the present series of bio- 
graphical notes. During these years Dr. Trow served locally in the interest 
of public health and sanitation; on April 14, 1880, he was appointed one of 
the three members of the local board of health, the first such board to be 
recorded in the community. After the “Diploma Law” of 1883 came into ef- 
fect in Minnesota, Dr. Trow received state license No. 883 (R), given on 
April 19, 1884. 

There are anecdotes of Dr. Trow’s medical practice. A venerable citizen 
of Chatfield who in 1943 was ninety-two years of age, recalled that when he 
was fifteen he had lung fever and diphtheria and that Dr. Trow (“Old Doc 
Trow”) was summoned. A few weeks previously the boy had had a severe 
cough that kept him, and his family, awake at night, and for relief from which 
his father had prescribed chewing black plug tobacco and swallowing the 
juice—“Don’t be afraid if it makes you a little sick”—with unfortunate re- 
sults. Dr. Trow came and bled the patient, who was giving evidence of ex- 
treme congestion, puncturing each arm three or four times, to produce bleeding 
from about noon to night, and, be it said, watching the boy the entire time. 
(Here was included a detailed description of the black blood and the patient’s 
theory as to the circulation of the blood and the purpose of the bleeding.) 
After the bleeding stopped, the doctor instructed the family to put wilted 
cabbage leaves on the patient’s chest and keep them warm, and by morning, 
the reminiscence ran, the poison was all out of the lungs, and the patient got 
better—but it took him a long time to get well after that. 

And another resident of Chatfield, of the generation of the old doctor’s 
sons, recalled his own father’s description of Dr. Trow’s technique of cu- 
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taneous vaccination against smallpox. The “old Doctor” carried around with 
him a tin can full of scabs from smallpox pustules. In vaccinating a patient, 
he first would scarify the skin, then search through the collection in the tin 
can for a suitable specimen and, when the choice had been made, would rub 
the scab vigorously onto the prepared field. “If the patient did not die,” 
said the narrator, “he was immune.” This method, however, as is well 
known, was not peculiar to Dr. Trow. 


Dr. Trow was not negligent of civic duty. In 1859-1860 he served a term on 
the school board of Chatfield and at various times from 1859 to 1874 was a 
trustee on the village council. In 1873 he and Dr. Refine W. Twitchell, it 
appears, were of the same opinion about taxation for improvements and de- 
cided that it was best to let the village construct sidewalks as required and 
assess individual property owners for payment; his assessment was $40.78 
and Dr. Twitchell’s $10.14. In 1859 and in 1860 and again in 1872 Dr. Trow 
served as representative from the district in the state legislature, at the same 
time that another physician of Fillmore County, Dr. Thomas H. Everts, of 
Rushford, was a senator. In a candidacy of 1868, however, he evidently was 
defeated, on the Democratic ticket; of this campaign the Chatfield Democrat 
.had to say on October 17 that “the way he used his opponent in a debate 
was cruelty to dumb animals.” 


Among many items in the local newspapers concerning Dr. Trow was an 
account, “Surprise for Dr. A. H. Trow,” in the Democrat of February 3, 1883, 
that:seems worthy of inclusion: When some forty to fifty ladies and gentle- 
men, the story ran, appeared at the Trow home, “Dr. Trow surrendered un- 
conditionally.” The ladies of the party had brought with them “an abundance 
of the good things that make up a rich collation,” but before the collation 
was served, Milvin Bibbins, Esq. presented Dr. and Mrs. Trow “with two 
comfortable rocking chairs as a token of regard from their friends.” Dr. Trow 
“was almost overcome, but rapidly recovered from his second surprise, and 
responded in well chosen and feeling words.” All the guests, it followed, 


stayed until the witching hour of twelve under the hospitable roof of Dr. 
A. H. Trow. 


By the early eighties Dr. Trow, a true pioneer, had turned his thoughts to 
the new Dakota Territory and had invested there in farm lands. Various ref- 
erences to his interest in Dakota have been noted in the Chatfield newspapers 
of the time. In August, 1883, for instance, he had returned from the territory, 
driving one team 372 miles in six days, and on the last day driving eighty- 
seven and a half miles and making thirteen stops; “How is that for mus- 
tangs?” he asked. A year later he again had just returned to Chatfield from 
Dakota where he had been all summer superintending his farm. In the spring 
of 1887 Dr. Trow and his son Dr. William H. Trow moved permanently 
from Minnesota to Dakota. Both father and son registered on the territorial 
roster of physicians on July 11, 1887, as from Carthage, Miner County, 
Dakota Territory. 


(To be continued in the January issue.) 
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President's Letter 


HIDE NOT YOUR LIGHT UNDER A BUSHEL 


When looked upon in the aggregate, the accomplishments of medicine appear rich and im- 
posing. In the field of public relations, however, medicine has lagged. Without attempting to 
offer full explanation of this situation, it may be said that, in our supposedly enlightened time, 
obstacles to medical progress nevertheless are so formidable that physicians have done credit- 
ably to progress at all. It is justifiable to believe that, as adverse pressure is diminished, ad- 
vancement will become accelerated. I would like to devote a few moments here to further 
examination of some of these thoughts. 


There are in the medical profession men so imbued with the ideals of public service that 
they volunteer for the task of mitigating those prejudices and obstructive notions, inimical to 
the public health, which are held by some of our citizens and by some of the personnel of our 
national governmental establishment. With the same high purpose of defending the people 
against quackery in society and government, the American Medical Association, through its 
House of Delegates, has recommended that effort be made by the medical profession to develop 
a comprehensive public relations program. Accordingly, physicians of Minnesota would do 
well to enlarge their public relations activities. 


It has been said that one of the most fruitful sources of improved public relations is the 
physician’s office. The truth of this statement cannot be denied; but were we'to rely on that 
factor alone, the objective of the House of Delegates of the American Medical Association 
could not be accomplished. 


How, then, can we expand our public relations program? Our approach to the problem 
must be realistic. We must recognize that publicity does not make up the major portion of 
such a program but that many other factors must be considered. These should include our 
relationship with other medical societies and other medical organizations, as well as with 
the individual members of the Medical Association and of the Woman’s Auxiliary. We must 
strengthen our relationship with voluntary health agencies such as the Minnesota Heart Asso- 
ciation, the American Cancer Society, the Minnesota Trudeau Society, and others. We must 
establish mutual understanding and good will with governmental agencies, the state legisla- 
ture, the state departments of health, welfare, public assistance, and education, and with 
the governor’s office. We must continue to improve our relationships with the Blue Cross, the 
Minnesota Medical Service; with private insurance companies, and with groups professionally 
allied with us, such as nurses, pharmacists, dentists and hospital administrators; with organ- 
izations such as women’s clubs and men’s clubs and with that active liaison which unofficially 
is known as the parent-teachers association; with farm and labor organizations and with news- 
paper editors, radio officials, civic leaders, the clergy and educators. We must not consider 
how well we are known by all these people but how favorably we are regarded by them. 


We must establish methods whereby we can inform others of our activities and our prob- 
lems and, at the same time, whereby we can learn as much as possible concerning their interests 
and difficulties. At its last meeting, the House of Delegates of the Minnesota State Medical 
Association instructed the Committee on Rural Medical Service to establish local health coun- 
cils throughout the state. I attended the first meeting which was called in connection with this 
program. It was held in Austin on November 11 and was planned and carried through by Dr. 
Paul Leck, chairman of the Committee on Rural Medical Service. Among those who at- 
tended this meeting were representatives of the farm bureau, labor, pharmacists, nurses, schools, 
the American Red Cross, the League of Women Voters, mayors, county agents, and others, 
and the enthusiasm manifested augurs well for the project. That is what I mean. 


The work of the speakers bureau of the State Medical Association was discontinued during 
the war. At this time, the demand for speakers exceeds greatly the facilities for meeting it. 
This bureau should be re-established as soon as possible in order to satisfy the needs of a 
citizenry which is becoming more health conscious. There is a great demand for information 
on health and it is very important that the association increase the amount of literature for 
general distribution. 
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These and many other developments are necessary if we hope to establish an efficient public 
relations program. If we fail in this responsibility, not only shall we find ourselves unknown 
—— our neighbors, but the lack of understanding between us will be adverse to the interests 
of both, 


The committees of the State Medical Association and of its component societies are the 
workshops in which plans of action are created. For many years these committees have 
proved their value. However, they are composed of practicing physicians who, in order to 
merit the trust imposed in them, must be concerned primarily with the welfare of their 
patients. They are, as I said earlier, volunteers who magnanimously take of their own time 
and energy and money in the interests of persons who often do not realize that the sacrifices 
just mentioned are being made in their behalf. From what has just been said, it is evident that 
these self-sacrificing physicians can be and should be only part-time workers. Therein, never- 
theless, lies the most significant reason for failure in attainment of many of the objectives of 
the American Medical Association. Consequently, employment of additional full-time per- 
sonnel looms as one of the most important needs of the State Medical Association as it faces 
the task of extending its public relations activities. ‘ 


I would urge the House of Delegates and the Council to authorize the employment of one, 
later probably of more than one, full-time assistant in the office of the executive secretary. 
This assistant should be given the responsibility of co-ordinating the activities which have 
been mentioned herein and he should interpret them for the public. He should implement the 
public relations activities of the county medical societies and perform many important func- 
tions as an understudy of the executive secretary. 


Of course, the price of expansion of the public relations program presents a serious prob- 
lem. Unfortunately, the need has become imperative at a time when the association is obliged 
to use for current expenses funds which formerly have been used to supplement the reserve 
fund. Owing to the unsettled economic state of the world, our reserve fund has shrunk. From 
authoritative sources we learn that the dollar which was earned in 1940 is worth only fifty cents 
now, or even less. Industries have recognized this and have modified their financial structure 
in order to continue in business. State medical associations similarly have found it necessary 
to increase their annual membership dues in order to meet increased costs. Our annual dues 
are among the lowest of all the states. In many state medical associations, each member 
pays annual dues which are more than twice as much as each of us pays. Our out-of-state 
colleagues have chosen to accept this added financial responsibility because they realize the 
disastrous consequence to the public, and secondarily to themselves, which might attend their 
failure to do so. The Minnesota State Medical Association, too, will discharge its responsibil- 
ities creditably. 


I say this with confidence because I know the aims and the character of my colleagues. Al- 
though their outward lives are those of men of the world, their duties often resemble those 
of the minister or the priest. They say little about it, but they recognize that their lives are 
dedicated, first, to the service of others, as was the life of Him whose birthday we celebrate 
in this final month of every year. It was He who, in the Sermon on the Mount, spoke the 
words which often are paraphrased as they are given at the heading of this letter and which, 
in full, according to Matthew*, read as follows: 





“Neither do men light a candle, and put it under a bushel, but on a candlestick; and 
it giveth light unto all that are in the house. 
“Let your light so shine before men, that they may see your good works and glorify 


your Father which is in heaven.” 
f£ = O., is Lo 


President, Minnesota State Medical Association 


*Matthew V; 15, 16 
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STREPTOMYCIN AND TUBERCULOSIS 


pe iymennnanaties are being asked about the value 

of streptomycin in tuberculosis. Sufficient ex- 
perience has been had in the use of this new 
antibiotic in the treatment of tuberculosis to en- 
able the physician at least to advise an inquiring 
patient. 


A preliminary report by the Council on Phar- 
macy and Chemistry* concerning the results from 
543 patients treated in twenty-two different Army, 
Navy and Veterans Hospitals appeared recently 
and is a fine presentation of the experience with 
the drug to date. We quote: 


“Streptomycin is a useful adjunct in the treat- 
ment of tuberculosis. Indeed, this is an under- 
statement in the case of tuberculous meningitis, 
miliary tuberculosis, tuberculous sinuses and 
tuberculous ulcerations of the tracheobronchial 
tree, for an occasional patient with meningitis 
has survived, a high percentage of pulmonary 
miliary lesions have cleared, and nearly all the 
sinuses and ulcers have healed.” 


Streptomycin, on the other hand, seems to have 
little value in the treatment of tuberculosis of the 
genitourinary tract or of bone or joint. It does 
not cure the old fibrocavernous lesions of pul- 
monary tuberculosis. It does, however, in con- 
junction with bed rest, clear a considerable pro- 
portion of exudative pulmonary disease. 


As disadvantages to its use, aside from its 
cost ($6.00 per gram) and scarcity, must be men- 
tioned its toxicity (which is a very serious draw- 
back) and the development of resistance on the 
part of the tubercle bacilli during its use. The 
most serious toxic effect is on the labyrinth; this 
may be permanent and may be disabling. The 
development of resistance of the bacillus to strep- 
tomycin in vitro probably means resistance in 
vivo, and this probably means that, after a cer- 
tain period of treatment, its administration is use- 
less. 


The conclusion is justified, therefore, that 





*The effects of streptomycin in tuberculosis in man. J.A.M.A., 
135:634-643, (Nov. 8) 1947. 
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streptomycin should not be used in minimal pul- 
monary tuberculous infection in which the pres- 
ent methods of treatment are effective nor in the 
presence of advanced pulmonary lesions. Neither 
is it proven that it is indicated preparatory to 
operation. One can also conclude that in spite of 
the marvelous results obtained in certain cases, 
streptomycin is not the answer in the search for an 
antibiotic which will cure tuberculosis in all its 
protean manifestations. 





SHORTAGE OF NURSES 


HE shortage of nurses which was present be- 

fore the war has become even more acute since 
the armistice. The causes are largely economic. 
The high wages available for a young woman in 
industries which require little or no training cause 
her to hesitate to devote the three years to train- 
ing necessary to become a trained nurse. Taking 
advantage of the present level of high wages is 
likely to be a short-sighted policy. 


A trained nurse acquires a profession which, 
like all professions, is something that cannot be 
taken away. While a member of a profession 
with a more or less stable income is at a dis- 
advantage during periods of inflation, he or she 
has the advantage during hard times. In making 
this statement, we are not unmindful of the de- 
pression years when there was little or no em- 
ployment for certain professional people, includ- 
ing nurses. Such periods, however, are fortunate- 
ly comparatively brief, and the possession of pro- 
fessional training is not lost during such periods. 


Today, in Minnesota at least, the trained nurse 
receives $9.00 a day, which for a five and a half 
day week and not counting holidays averages 
$185.00 a month. While a young woman in cer- 
tain industries can obtain comparable compensa- 
tion without much preliminary training, one 
should consider whether such available work is 
comparable with nursing in interest and impor- 
tance. 


In some states, the requirements for a regis- 
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tered nurse have been lowered, and training 
schools have been increased to meet the shortage. 
This has not occurred in Minnesota, and we ap- 
prove of maintaining the present standards re- 
quired for registration so that the possession of 
an R.N. degree may continue to mean the posses- 
sion of high qualifications. Additional nurses can 
better be provided by opening new schools or new 
courses for the training of practical nurses with 
a year’s training. 

A nation-wide effort is being made to increase 
the enrollment in nurses’ training schools. The 
American Nurses’ Association, American Hos- 
pital Association and the American Medical As- 
sociation have joined hands in an effort to remedy 
the shortage. Individual physicians, members of 
the Woman’s Auxiliary and the public at large 
are urged to present to potential candidates the 
advantage of entering the nursing profession. 





MINNESOTA MEDICAL SERVICE 


| ie the September, 1947, issue of MINNESOTA 

MeEpIcINeE there appeared under “Medical Eco- 
nomics” an article by Mr. Don C. Hawkins, 
Chairman of the Liaison Committee of Insurance 
Underwriters, describing a prepayment plan of 
medical and surgical care. 

When the question of prepayment medical in- 
surance came up, two plans were studied, one to be 
managed by the doctors themselves and the other 
by commercial insurance companies, with the ap- 
proval of the doctors as has been done in Wis- 
consin. The latter was the plan described by Mr. 
Don Hawkins in the September issue. The fol- 
lowing is the doctor-backed nonprofit plan of 
the Minnesota State Medical Association. 

A group of eleven doctors were commissioned 
by the State Medical Society to present a prepay- 
ment plan which would work on the same 
principle as the Blue Cross plan. This we have 
done. We have had the experience of many 
others to guide us and we hope we have avoided 
their mistakes. 

The plan of the doctors is a nonprofit corpora- 
tion which came into being January 4, 1946, under 
a special enabling act passed by the legislature in 
1945. The object of it is “to make possible a 
wider and more timely availability of medical 
care, thereby advancing public health and the 
science and art of medicine in Minnesota.” 
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Free choice of doctor is provided and the doc- 
tor may refuse to serve if he so desires. Most 
of the doctors in the state have signed up to co- 
operate with this plan. It will take care of doc- 
tors’ bills in full for unmarried individuals with 
incomes of $1,500.00 or less, or $2,500.00 or less 
if they have families. Above that payments may 
be applied toward the doctor’s bill. No attempt is 
made to set fees. The relation between the doctors 
and the patient is entirely unchanged. This is 
a means of helping people to pay their doctor bills. 
and that is all. It will pay for surgical services 
and obstetrical services anywhere, and for medical 
services in the hospital only. 


Payment will be made according to the schedule 
which is available to any doctor asking for it. 
This, of course, is subject to revision as experi- 
ence dictates. The present schedule we realize is 
far from perfect. It was lifted “as is” from the 
Massachusetts plan and was the one we con- 
sidered best suited to our needs as a starter. 


The estimated cost to the patient is $1.00 a 
month for the individual and $2.25 a month for a 
family. The method of enrollment is as with 
the Blue Cross, in groups. 

Again I wish to state that the patient may 
choose any doctor of medicine. 


We are using the Blue Cross to do the mecha- 
nics of the job, selling, bookkeeping, billing, pay- 
ing doctors, et cetera, but are an entirely separate 
and distinct organization. 

This is the doctors’ plan, the success or failure 
depends upon them and their co-operation. Im- 
provements, changes, et cetera, will take place 
as experience warrants. 


Preparations have been completed. We are now 
enrolling a few large groups and on December 1, 
we will begin to expand and accept all eligible 
applicants. 

No one profits from this plan but it will help 
lower income people to pay for their medical and 
surgical expenses. It will, in my opinion, give 
people more for their money than any combina- 


tion now offered to the general public. 
Orar I. Souiperc, M.D. 





MORE CARE 


” our May issue, we mentioned CARE (Co- 
operative for American Remittances to Europe, 
Inc.) editorially. Since then, much publicity has 
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been given to this philanthropic quasi-govern- 
mental organization; associated with some twenty- 
seven relief agencies. 


It is not so well known that this agency has 
grown by leaps and bounds so that it is now 
delivering 10,000 packages daily to the needy in 
Europe and is prepared to increase the number to 
50,000 a day. Also, instead of a limited choice in 
the make-up of packages, fourteen different types 
of packages are available, their contents ranging 
from twenty-two pounds of “standard foods” and 
special baby food packages to cotton, household 
utensils, blankets and knitting wool. 


It is not necessary for one to know some needy 
family in Europe in order to take a small part in 
relieving the widespread suffering in Europe. A 
check for $10.00 sent to CARE, 50 Broad Street, 
New York 4, New York, will assure the delivery 
of a package to some needy family in the country 
designated. Instead of giving a useless Christmas 
’ Christmas present to some friend, in transmitting 
the order for a CARE package, that friend’s name 
can be sent in and a Donor Certificate will be sent 
him or her, indicating that the CARE package 
has been given in the name of that individual. 

If each reader would try to interest ten other 
people in this practical way of helping to meet 
the tragic situation in Europe today, the services 
of CARE would be greatly increased. 





WILLIAM A. O’BRIEN 


he every field of human endeavor it happens 
that from time to time one individual is out- 
standing—head and shoulders above all others. 
This was true of Dr. William A. O’Brien, known 
as “O. B.” to many of his friends. 


Instead of one, he had two specialties. The one 
best known to the public was the education of the 
laity in medical matters. For twenty years, he had 
broadcast weekly over the radio under the spon- 
sorship of the Minnesota State Medical Associa- 
tion. He also broadcast for the Minnesota Hos- 
pital Association and the Minnesota State Dental 
Association. For many years his nationally syn- 
dicated articles on health had appeared daily in 
the newspapers. His was a remarkable facility 
for putting information pertaining to medicine 
and health in the simple language understandable 
to the non-medical listener or reader. The field he 
covered was a wide one and showed a wide range 
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of medical knowledge. This specialty alone would 
have been a full-time job for an ordinary mortal. 

Dr. O’Brien’s main vocation was as an educator. 
As director of the Center for Continuation Study 
of the University of Minnesota since its organi- 
zation, the success of this pioneer undertaking in 
postgraduate instruction absorbed much of his 
thought and energy. Its outstanding success was 
due to Dr. O’Brien. 

As though this were not enough, Dr. O’Brien 
was professor of preventive medicine and health 
education in the medical school. He was also ac- 
tive in cancer and tuberculosis control, being a 
member of the board of directors of the American 
Cancer Society and chairman of the Hennepin 
County Tuberculosis Association’s annual Christ- 
mas Seal campaign for the past ten years. 


Probably no member of our profession had 
such a wide acquaintance among the physicians of 
the state and he seems to have had a remarkable 
faculty for remembering names and faces. Thou- 
sands of citizens of Minnesota and bordering 
states who had heard his genial voice and had 
read his newspaper articles felt they had lost a 
personal friend when news of his sudden depar- 
ture was announced. 


While it seems likely that Dr. O’Brien’s stren- 
uous existence may have shortened his life, he 
used his abilities to the utmost for the benefit of 
medicine and mankind. The proposal of Dean 
Harold Diehl to start a memorial fund to provide 
for the inclusion in The Mayo Memorial Center 
of new and more adequate quarters for the Center 
of Continuation Study in memory of Dr. O’Brien 
seems most timely and appropriate. 





A MEMORIAL TO DR. O’BRIEN 


HEN death claimed Dr. William A. O’- 

Brien last month many thousands of people 
felt a sense of great personal loss. In his individ- 
ual contacts, in his classes, in his public lectures, 
jin his radio talks, and in the many groups with 
which he worked, Dr. O’Brien radiated friend- 
ship, interest and wise counsel. It can be truly 
said that the world is better for his having lived 
in it. 

Since Dr. O’Brien’s death many of these 
friends have suggested that in appreciation of 
what he meant to them they would like to contrib- 
ute toward a memorial in his honor. In response 





MINNESOTA MEDICINE 











uD = 


~~ = 


=~ Ph OD bE el, SE en 6 ee | ~~ — 


=~ SS SS 








to these suggestions, Dr. Harold S. Diehl, Dean 
of Medical Sciences at the University, appointed 
a special committee, under the chairmanship of 
Mr. Ray M. Amberg, Superintendent of the Uni- 
versity Hospitals, to consider an appropriate me- 
morial. This committee proposes that adequate 
facilities be provided in the new medical center 
for the continuation study programs in medical 
and health fields which Dr. O’Brien developed. 
These programs were Dr. O’Brien’s primary in- 
terest because they contribute so directly to better 
health and better medical care; they reach down 
into every home and community in the state. 


This memorial will perpetuate the memory of 
Dr. O’Brien, and insure continuation of the work 
in which he pioneered. 


Contributions toward this memorial may be 
sent to the University of Minnesota for the Wil- 
liam A. O’Brien Memorial Fund. The names of 
contributors will be made a matter of record and 
sent to the family. 





WILLIAM A. O’BRIEN 
A Tribute 


When Dr. O’Brien signed off on his radio program the 
morning of November 15, no one could have suspected 
that his life’s work of public education had been finished. 
For years his voice had entered classrooms throughout 
this State and had also been listened to attentively by 
thousands who welcomed this opportunity of attending 
school in their homes and learning from him the message 
of good health. Through his radio programs, through 
his newspaper articles, his countless addresses, and his 
personal contacts, he had become one of the best-known 
and best-loved citizens of this State. Barely nine hours 
after this last broadcast Dr. William A. O’Brien lay 
physically dead but his spirit and influence continue to 
live as powerful and moving as was the personality 
which they reflected. 


It is probable that most people in Minnesota never 
saw Dr. O’Brien though many of them knew him by 
his pictures. It is equally certain that he had never seen 
most of them. But no one could listen to him week after 
week without coming to know him, for it was his per- 
sonality as well as his voice that entered the classroom 
and the home. They came to know him as a person of 
great human warmth, who radiate a sense of well-being 
and good cheer. They recognized him as a genial friend 
who inspired confidence in all who came within his 
sphere. They felt that here was an inspired teacher who 
had a profound affection for all mankind ana was anx- 
ious to carry his message of health to all his friends. 


And it was as one friend to another that he met 
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the public over the air, through his speeches and his per- 
sonal contacts. While he may not have known most of 
his public by sight, there were many whom he did know 
in person, many more whom he knew through friends 
and relatives, and all of them he knew as a group. In 
these radio or public addresses, as in his University 
classroom, he loved to think that he was talking to his 
friends or to the sons or daughters of those whom he 
knew well or whom he had met as he travelled around 
Minnesota. Dr. O’Brien was a man of vast acquaint- 
ances. Few have been privileged to know personally so 
many people throughout the State and few have ever 
cherished these friendships as deeply as did he. Apart 
from his family they were his most prized possession. 
He also knew human nature, and had a singularly broad 
understanding of young and old alike and a capacity to 
project himself into their situation and understand their 
needs and uncertainties. It was from this basis of un- 
derstanding and love of mankind that Dr. O’Brien talked 
or wrote his way into the hearts and lives of millions 
throughout the nation. 


Dr. O’Brien talked and wrote simply, naturally and 
directly, in keeping with his character. He did not re- 
sort to oratorical or rhetorical devices, to tricks of de- 
livery or teaching. He had a message to deliver, a mes- 
sage that came from the heart, one that he was most 
anxious to have heard because it was designed for 
friends whom he wanted to help. The public recognized 
the reliability of this message for it was a reflection of 
the integrity of his character. It was something more 
than a mere message of medical facts. He was teaching 
facts, to be sure, but he was most interested in these as 
part of the normal development for life and the tasks 
and responsibilities that citizenship imposes on the in- 
dividual. He was most eager that everyone should learn 
to assume his share of the burden of protecting the 
health and well-being of the community. 


To the medical profession of the Northwest and of 
Minnesota in particular, Dr. O’Brien was a symbol of 
continuing professional development. He had a singular 
capacity for sympathetic understanding of the profes- 
sional and educational needs of the practitioner. This 
was coupled with an impelling urge to help his fellow 
physicians in their quest for that further knowledge 
needed to keep them abreast of the rapid current changes 
in medical practice. He was not satisfied with a career 
devoted solely to public education for health but took 
unto himself the added burden of helping his medical 
friends to appreciate the benefits of postgraduate study 
and to obtain that instruction required to satisfy their 
needs. This he did, not out of a detached interest in 
the scope and techniques of postgraduate medical edu- 
cation, but as a personal friend of the physician imbued 
with an overwhelming desire to put his talents to work 
to improve the profession to which he was so proud to 
belong. 


Dr. O’Brien was also a man of great courage. Few 
realized the last few months that they were listening to 
one who was not well, who knew that he was staring 
death in the face. He knew it probably better than did 
anyone else. Yet in this realization he deviated in no 
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respect from his normal warmth of personality, his de- 
votion to his work, his firm desire to help to a more 
healthful living. So strong was this devotion to the 
task which he had set himself that he continued his 
teaching, his talking to various groups long after the 
time had come when for his own good he should have 
rested. Courageously and unchanged, he walked in the 
shadow of death, a kindred soul who could sing with the 
poet: 


Fear death? to feel the fog in my throat, 
The mist in my face, 

When the snows begin, and the blasts denote 
I am nearing the place, 

The power of the night, the press of the storm, 
The post of the foe; 

Where he stands, the Arch Fear in a visible form, 
Yet the strong man must go: 

For the journey is done and the summit atained, 
And the barriers fall, 

Though a battle’s to fight ere the guerdon be gained, 
The reward of it all. 


I was ever a fighter, so—one fight more, 
The best and the last! 


I would hate that death bandaged my eyes, and forbore 
And bade me creep past. 


No! let me taste the whole of it, fare like my peers 
The heroes of old, 


Bear the brunt, in a minute pay glad life’s arrears 
Of pain, darkness and cold. 


For sudden the worst turns the best to the brave, 
The black minute’s at end, 


And the elements’ rage, the fiend-voices that rave, 
Shall dwindle, shall blend, 


Shall change, shall become first a peace out of pain, 
Then a light, then thy breast, 


O thou soul of my soul! I shall clasp thee again, 
And with God-be the rest! 


Today the voice of Dr. O’Brien is stilled. We shall 
not be privileged to hear it further. We shall miss it. 
But though the voice is stilled, his spirit remains and 
pervades the classrooms and homes where he taught. 
The memory of his life and the warmth of his person- 
ality will linger in the minds and hearts of all who knew 
him, whether directly or through these indirect radio, 
newspaper or lecture contacts. Those of us who knew 
him best and worked side by side with him know that 
we, like the reading and listening public, have lost a true 
friend. Like them we have had a great privilege in be- 
ing associated with him. Few persons have touched the 
lives of so many of their fellow beings, and of few can 
it be so truly said that they left the world a better place 
from the fact that they lived in it. As his friends pick 
up the torch and prepare to carry on the work which he 
would wish to have continued without interruption, they 
pause humbly and reverently to pay tribute to his mem- 
ory and to say simply as he would have had it, “Well 
done, Dr. O’Brien.” 

Gaytorp W. ANnpbERsON, M.D. 
Director, School of Public Health 


November 19, 1947 
1280 


EDITORIAL 





COMPARATIVE COSTS OF MEDICAL CARE 


Expenditures for medical care in comparison with 
such items as alcoholic beverages, recreation, tobacco, 
personal care and jewelry, using the figures published 
by the U. S. Department of Commerce published in 
July, 1947, has been made by Dr. Frank G. Dickinson, 
Director of the Bureau of Medical Economic Research 
of the American Medical Association, and he pre- 
sents some interesting findings. The cost of oper- 
ating veterans hospitals and governmental tubercu- 
losis sanatoriums are not included in the government’s 
figures. The items for physicians’ services include the 
gross receipts of physicians in private practice exclu- 
sive of payments from life insurance companies, fees 
from businesses and the like. It is admitted that the 
reduction in the number of physicians and dentists in 
private practice, due to the war, affects the figures 
somewhat. 


The total expenditures for all the items selected 
(medical care, alcoholic beverages, recreation, tobacco, 
personal care and jewelry) increased from 11.8 billions 
in the basic period (the average for the years 1933- 
1939) to 29.4 billions in 1946. The cost of medical care 
alone increased from 2.6 billions to 5.6 billions during 
the same period. In 1945, the amount paid for physicians’ 
services alone was 1.3 billions compared with 0.8 bil- 
lion in the basic period. The figure for 1946 is not 
available. 


The totals spent in 1946 compared with the basic 
period increased from 3.2 to 8.8 billions for alcoholic 
beverages; from 3.1 to 7.9 billions for recreation; from 
1.6 to 3.4 billions for tobacco; from 0.9 to 2.3 billions 
for personal care and from 0.3 to 1.4 billions for jewelry. 


The total amount spent for medical care from this 
basic period (the average for 1933-39) to 1946 went up 
211 per cent; alcoholic beverages 277 per cent; recrea- 
tion 253 per cent; tobacco 210 per cent; personal care 
253 per cent and jewelry 408 per cent. The total spent 
on physicians’ services increased only 163 per cent from 
the basic period to 1945. 


The personal income of the American people not in- 
cluding amounts received by the armed forces increased 
from 68.7 billions in the basic period to 149.1 billions in 
1945. The percentage of these totals paid for physicians’ 
services decreased from 1.2 per cent.to 0.9 per cent dur- 
ing this period. The percentage total income paid to 
hospitals during this same period also decreased from 
0.2 per cent to’0.5 per cent. The total cost of medical 
care similarily showed a reduction from 3.8 per cent to 
3.3 per cent of total income. 


How is the cost of medical care divided? It is in- 
teresting to note that in 1945, the physician received 
30.8 per cent; the hospitals 16.8 per cent; drugs and 
sundries 21.2 per cent; dentists 13.4 per cent and all 
other medical care 17.8 per cent of the total. 


To quote: “Medical care is expensive; it is becoming 
more expensive; yet, as a percentage of national income 
in a period of frenzied prosperity, it is a shrinking item. 
Medical care is expensive, but patients are getting more 
for their money in terms of longer life.” 
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Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, MLD., Chairman 





PREPAYMENT MEDICAL CARE 
TERMED “JIG-SAW PUZZLE” 

A jig-saw puzzle, in need of being fitted to- 
gether—that is the way the present prepayment 
medical care picture was sketched for delegates 
to the annual North Central Medical conference, 
held in Saint Paul, November 23. 

Finding the proper place for health co-operatives 
in the prepayment picture was one of the several 
economic ,questions facing doctors in the north 
central states discussed at the conference which 
was attended by about 75 officers and committee 
chairmen of the medical associations of Minne- 
sota, Iowa, Nebraska, North and South Dakota 
and Wisconsin. 

Speaking on the health co-ops was Mr. L. S. 
Kleinschmidt who has been studying the rural 
aspects of prepayment medical care programs and 
particularly the health co-operative movement for 
the American Medical Association since 1945. 

Speaking from his thirty-two years’ experience 
in dealing with the developing of organizations for 
meeting special rural problems, which began with 
his employment in 1919 as one of the first county 
agents in Missouri, Mr. Kleinschmidt gave the 
doctors some of the background of the co-operative 
or so-called consumer-sponsored movements. 





Health Co-Ops Not New 

“The health co-operative movement is not new,” 
Mr. Kleinschmidt said. “It dates back ninety-six 
years to the ‘French Mutual Benevolent Society of 
San Francisco,’ organized in California in Decem- 
ber, 1851. The AMA has been particularly in- 
terested in health co-ops for the last decade.” 

Mr. Kleinschmidt stressed the importance of 
the medical profession’s making certain that the 
highest possible level of medical care standards 
are maintained in all prepayment medical care 
proposals, including the co-ops. Back in 1941, 
he said, the AMA announced that it was not op- 
posed to the use of the principle of insurance 
purely as a means of meeting the cost of medical 
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care when there is no interference with the quality 
of service. The AMA has since been working to 
set up standards to be used by co-operative or 
consumer-controlled health plans when providing 
medical services. 

About two-thirds of all consumer-sponsored 
medical care plans have been developed within 
the last nine years, Mr. Kleinschmidt said. How- 
ever, he pointed out, medical society plans have 
an actual enrollment six times as large as the 
probable enrollment of consumer-sponsored plans. 


Doctors Ideal Community Leaders 


Doctors as community leaders was the subject 
discussed by Mr. Thomas A. Hendricks, secretary 
of the AMA Council on Medical Service. Pointing 
out the tremendous possibilities physicians have 
as molders of public opinion, Mr. Hendricks de- 
clared: 

“Endowed with a formal education and back- 
ground beyond that available to any other group 
in the community and experienced in daily inti- 
mate contacts with their fellow men as are no 
other individuals, the members of the medical 
profession are expected to have a conception of 
affairs, an analytical power, an outspoken, in- 
dependent viewpoint that gives warmth, expres- 
sion, humor, philosophy and ‘color’ to their com- 
munities. 

“The physician more than any other person 
should have a decisive influence on the life, the 
thinking and the daily habits of the people.” 

Mr. Hendricks warned that the American medi- 
cal profession jeopardizes its position of authority 
and its possibilities for leadership in the preserva- 
tion of the American ideals of freedom if it al- 
lows its members to become what he termed “in- 
tellectually colorless.” The American medical pro- 
fession, he declared, must never backslide from 
the fearlessness and courage of its men “who 
told their world what they thought and their 
world listened and molded its action accordingly.” 
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Vets Home-Town Care Expanding 

Home-town medical care for veterans is due 
to expand in the future, according to Dr. W. A. 
Wright, Williston, N. D., who reported to the 
doctors on a recent national conference on vet- 
erans’ medical care held in Chicago. 

Dr. Wright, chairman of the North Dakota 
State Medical Association’s economic committee, 
predicted that the administration of the veterans’ 
medical care program will improve as it continues 
in operation. 

Dr. Paul R. Hawley, medical director of the 
Veterans Administration in Washington, ex- 
pressed general satisfaction with the Home-Town 
Care program at the Chicago Conference, Dr. 
Wright said; and he indicated that the VA ap- 
parently intends to use the services of private 
- physicians even more in the next few years. 

The future course of home-town care for 
veterans will depend on whether the doctors them- 
‘selves, through their local medical societies, de- 

termine to co-operate to the fullest in the present 
program and whether they can enlist the support 
of veterans’ organizations and lawmakers to keep 
veterans’ medical care on a sound, workable basis. 


Improve Agency Relations 

Better relations with the public through better 
co-operation with public agencies providing medi- 
cal care was recommended for medical societies 
by Dr. F. L. Rogers of Lincoln, Nebraska, chair- 
man of the planning committee of the medical 
association in that state. 

National, state, county and local agencies, during 
recent years, Dr. Rogers said, have been request- 
ing an ever-increasing amount of medical service 
for such groups as the aged, the blind, the handi- 
capped, dependent children, veterans and indi- 
gents ; and with this there is a growing demand for 
some sort of uniform plan or policy to apply to 
all such requests for doctors’ services. 

Dr. Rogers described the Nebraska physicians’ 
solution—a carefully worked out system of closer 
co-operation between the medical profession and 
these agencies wherein doctors endeavor to in- 
terpret medical problems to agency administrators 
and to understand, in turn, the problems of the 
various agencies. 

Speaking on the administration of state medical 
organizations, Dr. W. D. Stovall, president of 
the Wisconsin State Medical Society, called at- 
tention to the present trend toward organization 
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in which the individual has apparently been for- 
gotten. 
Must Act as Individuals 

“We have allowed ourselves to be sucked into 
a whirlpool of organization,” Dr, Stovall de- 
clared. ‘““We must give more consideration to the 
individual .. . all our plans are simply words— 
action takes place around the individual.” 

Dr. Stovall’s remarks were in accord with other 
conference talks calling for leadership by physi- 
cians at the community level. Setting up local 
health councils, extending medical service and in- 
creasing co-operation with public agencies—all 
are worthy objectives, he said; they are accom- 
plished best through effective local leadership. 
Local leadership is the key to good medical prac- 
tice and good government, Dr. Stovall main- 
tained. 

Dr. Stovall also suggested certain steps that 
could be taken by a State Medical organization 
wishing to revise its methods of operation. He 
recommended that the society first appoint a com- 
mittee to thoroughly analyze and evaluate the 
present setup before attemping to revamp it. 


Discuss Local Health Councils 

A plan for establishing local health councils 
was discussed by Dr. Fred Sternagel, a member 
of the Iowa Interprofessional Association. Dr. 
Sternagel described the plan in Iowa which is 
closely allied with the work of a health council 
and in which the Interprofessional Association co- 
operates with the state health department to carry 
health education to the people by conducting local 
forums on health topics. 

Working through public-spirited citizens and 
organizations in the individual communities—such 
as the local Parent-Teacher Association—speak- 
ers are provided to go out and talk, in language 
that lay audiences can understand, on topics that 
the local organization has itself selected. 

Professor John O. Christianson, superintendent 
of the University of Minnesota school of agri- 
culture, who spoke at the conference dinner, en- 
couraged the doctors to continue to increase their 
efforts in behalf of better rural health by taking 
advantage of the awakening of farm people to 
the need for improved living conditions. 

For his presidential message, Dr. William Dun- 
can of South Dakota reviewed the situation with 
regard to the present need for more general prac- 
titioners and an accompanying demand for more 
service from specialists. According to Dr. Dun- 
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can, the problem is a combination of maldistribu- 
tion of the available medical men; not enough em- 
phasis on the ideals of service inherent in the 
practice of medicine ; and a tendency to over-rate 
the advantages of specialization. 


Dr. Gavin Named President-Elect 


At the business session of the conference, Dr. 
S. E. Gavin of Fond du Lac, Wisconsin, was 
named president-elect, to serve as head of the con- 
ference in 1949. Mr. R. R. Rosell, Minnesota’s 
executive secretary, was re-elected to the secre- 
tary-treasurership. 

Dr. A. W. Adson, in his remarks as incoming 
president of the North Central Medical Con- 
ference, concluded that physicians have a duty to 
shape public opinion within their own communi- 
ties and their own states. They likewise, he said, 
have a responsibility to utilize every possible and 
workable means to extend medical care to all the 
people. 

Reflecting the entire spirit of the 1947 confer- 
ence, the Resolutions Committee, of which Dr. 
Roy W. Fouts of Omaha, Nebraska, was chair- 
man, submitted the following recommendation 
which was unanimously adopted by the confer- 
ence: 


WHEREAS the principal purpose of these meetings is 
to stimulate thinking and to develop ideas in connection 
with the changing concepts with reference to medical 
needs as they affect both the public and the medical pro- 
fession, and 

WHEREAS prudence would seem to indicate that it is 
wise to confine our activities to the educational phase 
of these questions rather than to engage in policy- 
making by becoming a resoluting organization, there- 
fore, be it 

RESOLveD that the delegates and officers of the various 
state medical organizations represented in this confer- 
ence and their delegates to the American Medical As- 
sociation, that are in attendance at this meeting, be re- 
quested to carry back to their respective societies the 
ideas proposed in our discussions to the end that these 
ideas may be properly presented to the appropriate com- 
mittees and councils of both state and national organiza- 
tions. 


MOWER COUNTY TO ORGANIZE 
STATE’S FIRST HEALTH COUNCIL 


Steps to organize a local health council, the 
first in Minnesota, were taken at a meeting No- 
vember 11 held at Austin. The meeting, to which 
were invited representatives of organizations and 
agencies interested in rural health, was called by 
Dr. Paul C. Leck of Austin, chairman of the Com- 
mittee on Rural Medical Service of the Minnesota 
State Medical Association. 


About 
‘DeceMBER, 1947 


twenty-five organizations (including 


some of the surrounding towns and villages) were 
represented. The meeting was conducted purely 
to acquaint those present with the purposes be- 
hind health councils, the possibilities for better- 
ment of health services in the community and to 
determine whether the professional groups, gov- 
ernment officials and the citizens generally would 
be interested in such a project and would support 
it. 

The keenst possible enthusiasm was displayed 
by everyone present at the meeting. Assisting 
Dr. Leck in outlining the possibilities of a health 
council were Mr. J. S. Jones, secretary of the 
Minnesota Farm Bureau Federation, Dr. Robert 
N. Barr of the State Health Department, and 
Dr. Louis A. Buie, president of the Minnesota 
State Medical Association. 
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Mountain Lake Pharmacist Sentenced to Prison Term 
of Eighteen Months for Criminal Abortion 
Re: State of Minnesota vs. Jacob S. Balzer 


On November 11, 1947, Jacob S. Balzer, fifty-four 
years of age, a registered pharmacist of Mountain Lake, 
Minnesota, entered a plea of guilty in the District Court 
of Cottonwood County to an information charging him 
with the crime of abortion. Following a statement of 
the facts to the Court, Balzer was sentenced to a term 
of not to exceed eighteen months in the State Prison 
at Stillwater, by the Hon. Charles A. Flinn, Judge of the 
District Court. In sentencing the defendant, Judge Flinn 
pointed out that Balzer, as a layman, was jeopardizing 
the life of each person upon whom he attempted to per- 
form an abortion. 

Balzer was arrested on October 18, 1947, following 
an investigation made by the Minnesota State Board of 
Medical Examiners, County Attorney Milton F. Juhnke 
and Sheriff N. J. Bell, both of Cottonwood County. 
This investigation disclosed that Balzer had performed 
a criminal abortion on an eighteen-year-old Mountain 
Lake girl on October 15, 1947. The abortion was per- 
formed by injecting an abortifacient paste manufactured 
by the defendant. The paste consisted of a soft soap 
base together with iodine, potassium iodide, alcohol and 
water. Balzer was to receive $100 for his services but 
the fee was not paid. The patient became critically ill 
and was hospitalized at Mountain Lake. Following his 
arrest, Balzer gave a statement in which he admitted 
having performed approximately fifteen criminal abor- 
tions over a period of the past several years. 

Balzer was born at Mountain Lake, Minnesota, in 
1893, and graduated from the University of Minnesota 
in 1916, from the School of Pharmacy. He also stated 
that he took a massage course at the Chicago College 
of Chiropractic. Balzer holds no license to practice mas- 
sage in the State of Minnesota. The Minnesota State 
Board of Medical Examiners wishes to acknowledge 
the very splendid co-operation that it received in this 
case from County Attorney Milton F. Juhnke and 
Sheriff N. J. Bell of Windom, Minnesota. 
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ALIMENTARY DIVERTICULA 
Single-Stage Cervical, Thoracic and Abdominal 
Diverticulectomy 


HORACE G. SCOTT, M.LD., F.A.C.S. 
Minneapolis, Minnesota 


My interest in the subject of diverticula of the ali- 
mentary tract was aroused during the past fifteen months, 
as I had the opportunity to see and operate upon four 
patients with such lesions. Each of these patients had 
a rather unusual lesion either from the standpoint of 
size, location, preoperative or postoperative course. 
These four patients happened to be quite representative 
of diverticula of the alimentary tract in general, as one 
was located in the hypopharynx, one in the lower thora- 
cic esophagus, one in the third portion of the duodenum, 
and one was a Meckel’s diverticulum containing gastric 
mucosa with acute ulceration and hemorrhage. In each 
instance a single-stage operative procedure was em- 
ployed for the removal of the diverticulum, in spite of 
the fact that in the first three cases the lesions were 
quite large for their respective locations. In each of 
the first two cases the base of attachment to the 
esophagus measured 4 centimeters in diameter. The 
duodenal lesion had a base which measured 3 centimeters 
in diameter. All four patients recovered and are in ex- 
cellent health and free from symptoms at the present 
time. 

In addition to these four patients, I had the privilege 
of seeing ten other patients with diverticula in the upper 
alimentary tract and eleven additional ones with lesions 
in the colon, during the past three years. In view of the 
fact that most of the colon cases were asymptomatic 
and had only incidental findings in the course of eighty- 
eight x-ray studies of the colon, I shall exclude these 
cases from this paper except to mention them and com- 
ment briefly on their surgical significance. This paper, 
therefore, concerns fourteen diverticula of the upper 
alimentary tract seen in thirteen different patients, four 
of whom came to operation (Table I). 

Of the fourteen diverticula, two occurred in the upper 
esophagus, one in the lower esophagus, one in the cardia 
of the stomach, one in the first portion of the duodenum, 
five in the second portion of the duodenum, and three in 
the third portion of the duodenum, with the Meckel’s 
diverticulum in the terminal ileum, Four of the thirteen 
patients were males and nine were females. This fact is 
of interest because in most reported series the males 
predominate two to one, whereas in this series the ra- 
tio was reversed. Their ages ranged from twenty-two 
to sixty-nine years. Their average age was fifty-two 
years, Of the nine’ duodenal lesions, three were as- 
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sociated with active duodenal ulcers, one with a healed 
ulcer, one with a large hiatus hernia of the diaphragm 
and a sixth with metastatic melanoma of the liver. Six, 
or two-thirds, of the duodenal diverticula were therefore 
associated with other lesions of the gastrointestinal tract. 

I shall briefly review the literature relative to the 
history of these lesions, their embryology and surgical 
significance, and shall try to cover the highlights of the 
past and the pertinent papers of the last five years. In 
order to present the literature in a logical sequence, | 
shall divide the gastrointestinal tract, from the pharynx 
to the rectum, into seven parts. The first part is repre- 
sented by the pharynx and cervical esophagus; the sec- 
ond, the thoracic esophagus; the third, the stomach; the 
fourth, the duodenum; the fifth, the small bowel; the 
sixth, the Meckel’s diverticulum, and the seventh, the 
colon, 


- Pharyngo-Esophageal Diverticula 


The history of diverticula of the cervical esophagus 
dates back to 1767, when a case of pharyngoesophageal 
diverticulum was observed by Ludlow. Strickly speak- 
ing, these lesions are not true esophageal lesions in that 
they arise from the lower portion of the pharynx close 
to the junction with the upper end of the esophagus— 
wherefore the name pharyngoesophageal diverticula. 
Harrington has shown that these lesions arise chiefly 
from three places. First, they arise on the left or right 
side of the posterior hypopharynx between the inferior 
constrictor and cricopharyngeal muscles. Secondly, 
they may arise in the midline between these muscle 
bundles, or they may arise immediately beneath the 
cricopharyngeal muscle above the circular fibres of the 
esophagus. He believes that there may be congenital 
malformations in the attachment of these muscles and 
that with advancing years a herniation may develop as 
the result of constant and increasing pressure on this 
congenitally weak region. To support his theory, he 
stated that in his series of 140 cases the average age 
of these patients was fifty-seven years. Jackson, the 
Philadelphia endoscopist, has frequently noted a spasm 
in the cricopharyngeal muscle while passing an eso- 
phagoscope and believes that this too may be a factor 
in causing increased pressure in the hypopharynx. He 
likes to dilate this muscle to prevent recurrences. Mc- 
Quillan thinks that in addition to these factors there 
may be a neuromuscular dysfunction and associated 
cardiospasm at the lower end of the esophagus and that 
there may also be a constitutional basis, as diverticula 
of the esophagus, duodenum and colon are often found 
in the same individual. 

Although this lesion was first described 180 years ago, 
the first surgical attempt to extirpate one of these 
pouches was not tried until 60 years ago. At that time, 
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TABLE I. ALIMENTARY DIVERTICULA 








| Location of Lesion 


Symptoms Other Pathology 





Esophagus-U pper 

| Esophagus-Upper 

| Esophagus-Lower 

| Stomach-Cardia 
Duodenum—First part 

| Duodenum—Second part 

| Duodenum—Second part 
Duodenum—Second part 
Duodenum—Second part | 
Duodenum—Second part 
Duodenum—Third part | 
Duodenum—Third part 
Duodenum—Third part 
Meckel’s diverticulum 





Nicoladoni produced a servical fistula by diverticulot- 
omy. The first successful operation was performed 
forty-five years ago by Von Bergmann. Since this time 
the operation has been performed successfully by many 
surgeons throughout the world. However, the early 
reports contained many fatalities from mediastinitis and 
a high morbidity rate because of cervical fistulas. These 
complications led to the two-stage operation, which has 
been employed until fairly recently. The two-stage 
procedure reduced the mortality greatly, but led not in- 
frequently to constriction of the esophagus, necessitating 
postoperative dilatations. 


In 1941 Stanley Maxeiner presented a single-stage 
operation, used successfully in three cases, where the 
danger of leakage was obviated by leaving a clamp on 
the stump until it sloughed away spontaneously about 
five days later. More recently the introduction of the 
sulfa drugs and penicillin has definitely reduced the 
hazard of the single-stage operation to the near zero 
mark. Harrington reported 115 single-stage operations 
in 1945 with no mortality. Only five of his cases re- 
quired postoperative dilatation and only five developed 
a temporary fistula. He has abandoned the routine use 
of the indwelling catheter. After the experience which 
I had in one of the cases I am about to present, I shall 
do likewise, because I feel that the failure of this tube 
to remove gastric contents led in this case to the pa- 
tient’s aspiration of bile vomitus which almost resulted 
in her death the night of the operation. 


Case Reports 


The first two cases in my series are of this pharyngo- 
esophageal type. Case 1 is a typical average sized 
lesion. Up to the present time, this lesion has not been 
removed, although removal is definitely indicated. 


Case 1—Mr. H. C., aged sixty-four, had been troubled 
for several years with paroxysms of coughing associated 
with regurgitation of undigested food which he had 
eaten the night before. He stated that he had brought 
up whole grapes and capsules of medicine the morning 
after taking them. On hearing his story, my clinical 
impression was that he had an esophageal diverticulum, 
On November 16, 1944, his pharynx and esophagus were 
x-rayed, and a typical esophageal diverticulum of mod- 
erate size was found. The pouch contained food from 
the day before. This lesion was rechecked by x-ray 
again in June, 1946, and the pouch was found to be 
about 10 per cent larger than when first examined. To 
date the lesion has not been removed. 
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Choking, regurgitation 
Dysphagia, neck enlargement 
Dysphagia, regurgitation 
Halitosis, pain 

Epigastric pain 

Epigastric pain 

Pain and soreness 

Epigastric pain 

Epigastric pain Melanoma 

Epigastric pain None 

Pain and nausea None 

Pain and soreness Healed duodenal ulcer 
Epigastric pain None 

Bowel hemorrhage Gastric ‘tic’ 


None 

None 

Cardiospasm 
Meckel's diverticulum 
Active duodenal ulcer 
Active duodenal ulcer 
Active duodenal ulcer 
Hiatus hernia 


Case 2 represents a very large diverticulum in this 
same area. In fact, the lesion was so large that it com- 
pletely filled the entire cervical mediastinum. In Har- 
rington’s series of 140 cases, he reports fifteen cases of 


Fig. 1. Case 2. (a) Posterior-anterior x-ray view of the upper 
esophagus with 200 c.c. of barium in the pouch. Note fluid level 
and gas bubble overlying barium. (b) Oblique view of same 
patient preoperatively. 


this large variety: The rest of his series were similar to 
Case 1 of this series. Two hundred and forty cubic 
centimeters of barium were needed to fill the pouch in 
the upright position before the barium would trickle 
over into the esophagus and down into the stomach. 
X-rays taken with this amount of barium in the pouch 
reveal an air pocket oyer the barium equal in size to 
about 50 per cent of the filled diverticulum. Therefore, 
the completely filled diverticulum was capable of holding 
about 360 c.c. or more of fluid material. When it was 
filled, the patient’s neck protruded like a patient with 
a moderately large colloid goiter. 


Case 2.—Mrs. M.D., aged fifty-seven, was first seen by 
me on January 12, 1946. At that time she sought medical 
aid for what she thought was a goiter. Her chief com- 
plaint when seen was difficulty in swallowing. She stated 
that she could bring up liquids as well as solids two to 
three hours after eating. She had noted a gradual en- 
largement in her neck during the past ten years. About 
four years ago she began having choking spells when 
she swallowed solid food. This condition had grown 
progressively worse during the past year. 

X-rays of her esophagus were taken and she was 
found to have a very large pharyngoesophageal divertic- 
ulum coming off the right side of the esophagus at the 
level of the cricoid cartilage (Fig. 1, a and b). 
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She was admitted to the hospital on January 21, 1946, 
for blood typing and intravenous fluids. Two days later 
the operation was performed. Under sodium pentothal, 
cyclopropane endotracheal anesthesia, a collar type of 
incision was made about 4 centimeters above the clav- 
icles. The platysma muscles together with the’ skin 
flaps were reflected upward to the level of the superior 
border of the thyroid cartilage and downward for several 
centimeters, The carotid sheath with its contained ves- 
sels, together with the sternomastoid muscle on the right 
side were retracted laterally and the space between these 
structures and the lateral border of the right lobe of 
the thyroid was deepened down to the sac which pro- 
jected laterally from the esophagus into this space. The 
sac was rather easily separated from the surrounding 
structures. It proved to be a very large sac, measuring 
approximately 10 centimeters in length and varying from 
4 to 5 centimeters in diameter; the base coming off the 
esophagus also measured 4 centimeters in length. It was 
invested by an outer fascial structure which probably 
represented the deep layer of the cervical fascia. This 
fascial structure was opened into and the’sac was isolated 
near its base. 

Dr. Kenneth Phelps then passed an esophagoscope 
down to the sac and fed a No. 18 long catheter into the 
distal esophagus. Several attempts were made before the 
distal esophagus could be identified and the tube inserted 
into it. A few muscle bundles were found and separated 
from either side of the sac; the base was then clamped 
and cut between the forceps. After excising the sac 
. and treating the edges of the mucosa with tincture of 
merthiolate, a continuous chromic catgut dulox suture 
was used to close the base. A second row of continuous 
catgut was placed over this first row and then about 
fifteen interrupted mattress sutures of silk were used 
to reinforce these sutures. Following this, two rows of 
running chromic catgut sutures were placed in the 
muscle bundles surrounding the esophagus to further 
reinforce the suture line. After completing the closure 
of the esophageal defect, about 2 grams of microform 
sulfathiazole were placed in the wound. A small Penrose 
drain was placed down to the point from which the 
sac was removed and the flaps were reapproximated 
using interrupted chromic catgut sutures in the platysma 
muscles and skin clips in the skin. The drain was 
brought out through the incision about 3 centimeters to 
the right of the midline. The patient left the operating 
room in good condition with a rubber suction tube ex- 
tending down the esophagus about half way to the 
stomach. Later an attempt was made to insert the tube 
into the stomach, but a spasm of the cardia prevented 
inserting it into the stomach without exerting undue 
force on the suture line. The tube was left in the 
esophagus and connected to a suction bottle. 


About 7 o'clock p.m. on the day of operation, the pa- 
tient had an emesis which was followed at once by 
marked respiratory difficulty. The patient became cya- 
notic and comatose. Her pulse became very rapid, respira- 
tions labored and her blood pressure rose to 190 systolic. 
An intern, not knowing she had vomited and thinking 
that she had an obstruction from a hemorrhage around 
the trachea, opened the wound. However, as no hemor- 
rhage was found, she was taken immediately to the op- 
erating room where an intratracheal tube was introduced 
and a large amount of bile-stained fluid was aspirated 
from her bronchi and trachea. Her color soon returned 
to normal, following which her pulse rate and blood 
pressure also became normal. The wound was resutured 
and the intraesophageal tube was then inserted into the 
stomach. The patient was returned to her room. 


The intratracheal tube was also left in the trachea dur- 
ing the night and bile-stained fluid was aspirated fre- 
quently from this tube through a catheter connected to an 
electric suction pump. The following morning the intra- 
tracheal tube was removed. Asa result of the aspiration 
of bile into the bronchi, the patient developed one small 
patch of atelectasis at the base of the right lobe. On 
the second postoperative day, she developed evidence of 
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a wound infection probably due to the emergency open- 
ing of the wound. A few days later, a stab wound was 
made just above the sternal notch and some seropurulent 
fluid evacuated. She was given penicillin, 20,000 units, 
every three hours, but did not respond well to it. She 
was given one deep x-ray treatment to the neck. When 
she was discharged from the hospital, on the fifteenth 
postoperative day, she still had some drainage from the 
wound. However, she was eating well and within a week 
the wound had stopped draining. An esophagram on 
February third revealed a normal outline. It was almost 
impossible to find the site from which the diverticulum 
had been removed. 

When the diverticulum was examined in the laboratory, 
microscopically, it measured 7 centimeters in length and 
6 centimeters in diameter. It had a fibrous wall 1 to 3 
millimeters thick and a white smooth lining. There were 
several pieces of cooked meat 1 to 2 centimeters in 
diameter in the sac, in spite of the fact that the patient 
had been on a liquid diet for four days before the opera- 
tion. Microscopically, the diverticulum had a wall of 
smooth muscle and a little fibrous tissue with a moderate 
number of lymphocytes in it. It was lined by a thick 
layer of stratified squamous epithelium. 

During the past year, the patient has been examined by 
fluoroscopy and x-ray at regular three-month intervals. 
A small fleck of barium is seen to cling to the wall of 
the esophagus at the site from which the former diver- 
ticulum was removed. The scar in the neck is almost in- 
visible in spite of the postoperative infection, owing no 
doubt to the fact that a “collar” type of incision was 
employed instead of the customary incision parallel to 
the border of the sternomastoid muscle. 

She has gained weight and has felt much better since 
the operation. She no longer has any difficulty in swal- 
lowing either liquids or solids. 


Thoracic Esophageal Diverticula 


Case 3 in this series is a large pulsion diverticulum of 
the lower esophagus, which arose from the anterior sur- 
face of the esophagus probably initially as a traction 
diverticulum and later became a pulsion diverticulum 
because of an associated spasm at the lower end of the 
esophagus. When first seen two years earlier by an- 
other doctor, the diverticulum was mistaken for a simple 
aclasia of the esophagus. This is not an uncommon oc- 
curance especially when only an anterior-posterior view 
of the esophagus is made. However, a good oblique or 
lateral view of the barium-filled esophagus should reveal 
the true nature of this lesion. Most of the diverticula 
of the lower third of the esophagus are of this type. 
However, the most common lesion of the thoracic 
esophagus is the small traction type, located in the middle 
or upper third of the esophagus behind the bifurcation of 
the trachea. Here inflammatory peribronchial and me- 
diastinal nodes frequently lead to extension of the proc- 
ess to the adjacent esophagus with resultant scar tissue 
contracture leading to small out-pouchings of the 
esophagus. Unless these lesions are associated with an 
aclasia they rarely attain size sufficient to produce symp- 
toms. 

This is not true, however, of the less common pulsion 
type seen just above the diaphragm. To date, few op- 
erative reports concerning removal of these lesions can 
be found in the literature. Most of the lesions in the past 
have been treated by dilatation of the cardiac sphincter. 
Hurst in 1925, Jackson and Jackson in 1933 and Nissen 
in 1934 have all obtained relief of symptoms in similar 
cases by dilatation of the cardia. The patient included 
in this report, likewise, was relieved by dilatation for 
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about twenty months after this was done in 1944. She 
then had a return of her former symptoms. 

Based on experimental work, Gosset in 1903 and Lo- 
theissen in 1908 suggested transdiaphragmatic anastomo- 
sis of these lesions with the stomach. According to Her- 
grovsky in 1912, this was actually done by Lotheissen. 
In 1931, Lotheissen briefly referred to his case and re- 
ported that esophagogastrostomies supposedly for di- 
verticulum had been carried out by Sauerbruch and 
Henschen. However, the first extirpation of one of these 
diverticula was apparently carried out successfully by 
Clairmont in 1924, using the abdominal transdiaphrag- 
matic route. He displaced the sac and adjacent esophagus 
into the peritoneal cavity and then removed the pouch. 
Von Hacker and Lotheissen in 1926 noted the success- 
ful removal of a sac from the lower esophagus by Willy 
Meyer. In 1927, Sauerbruch reported three successful 
cases, one by the transpleural route, the other two 
through the anterior and posterior mediastinum. One 
additional case each was reported by Quartero in 1931 
and Barrett in 1933, making a total of seven successful 
cases, five by the transpleural route. Turner attempted 
to avoid the dangers of opening the esophagus by in- 
verting a small pouch. Recently, this same procedure has 
been employed by Ferguson and Cameron in handling 
lesions of the duodenum, In 1937, Lahey sutured the sac 
in an inverted manner. This same method had been em- 
ployed by Bortone in lesions of the hypopharynx to 
avoid the dangers of infection. 

In 1945, Lahey reported successful transpleural re- 
moval of a pulsion diverticulum and stated that he now 
had treated a total of six such cases with no mortality. 
In five of these cases the sac was not removed. He 
employed the method of fixing the apex of the sac up- 
ward along the paravertebral bodies. Recently Janes and 
Harrington have each reported the removal of four 
diverticula of the thoracic esophagus by the transpleural 
route. To date, fourteen transpleural extirpations of the 
sac have been reported in the literature, in addition to 
one transabdominal removal, several treated by trans- 
diaphragmatic anastomosis to the stomach, and six 
apical fixations of the sac in an upward direction. The 
following case represents another successful trans- 
pleural extirpation of a large pouch of the lower 
esophagus. 


Case 3—Mrs. E. C., aged fifty-six, gave a history of 
bouts of intermittent vomiting since 1913. For the past 
twelve to fifteen years, she has had difficulty in swal- 
lowing and has had a feeling that foods stuck back of 
the lower sternum and that she had to wash them down 
with water or else vomit. Two years ago, a diagnosis 
of aclasia was made and her cardiac sphincter was 
dilated. She was relieved for some time, but during the 
two months preceding the operation, her former symp- 
toms returned and she regurgitated liquids whenever she 
bent over to pick something up from the floor. 

On August 26, 1946, she was admitted to the hospital. 
X-rays were taken which revealed a rather large diver- 
ticulum coming off from the anterior part of the distal 
fourth of the esophagus about 4 centimeters above the 
dome of the diaphragm, just back of the heart (Fig. 
2, a and b). 

An indwelling gastric tube was inserted through the 
nose five days prior to operation and Varco feedings with 
added vitamins were started. The patient was operated 
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on, September 3, under endotrachial cyclopropane, so- 
dium pentothal and curare anesthesia. The ninth rib 


was removed on the left side in the usual manner. The 
chest was opened through the bed from which the ninth 
rib was removed. The ribs were then spread, exposing 


Fig. 2. Case 3. (a) Posterior-anterior x-ray view of large 
vention of lower esophagus. Note x-ray resemblance to an 
aclasia of the esophagus. (b) Lateral x-ray view of same patient 
shows location of diverticulum just above the dome of the dia- 
phragm. 


the left lower lobe of the lung. Adhesions were found 
between the diaphragm and the base of the lower lobe. 
These were cut carefully and all bleeding points were 
ligated as they were encountered with 000 chromic 
catgut sutures. The pulmonary ligament to the left 
lower lobe was then cut up to the point where the 
bronchial veins were seen coming from the hilum of 
the lung. The lung was then pushed upward exposing 
the heart and the thoracic aorta. The esophagus between 
these two structures above the dome of the diaphragm 
was seen to be broader and fuller than normal at this 
point. The reflection of the pleura over the esophagus 
was then split vertically and separated gradually by 
blunt dissection from this portion of the esophagus and 
the diverticulum. Gradually the entire diverticulum 
was exposed and pulled upward into the wound until 
its base, which measured about 4 centimeters in diame- 
ter, was visualized clearly. Two Carmault clamps were 
then placed across the base and the diverticulum was 
removed by cutting between these clamps. 

The mucosa was phenolized and then inverted with an 
over and over running dulox suture. A second row of 
running suture was applied over the first row and then 
reinforced with about fifteen mattress sutures of fine 
silk. Several interrupted sutures were placed in the 
pleural covering of the esophagus to reapproximate these 
leaves loosely. Then a drain was placed down to the 
base of the esophageal incision in the form of a soft 
rubber catheter and this was brought out through the 
posterior end of the incision. The chest was closed in 
the usual manner, using through and through sutures of 
00 chromic catgut. In order to facilitate the closure, 
four heavy silk sutures were placed around the ribs 
to approximate them. These were removed after the 
muscle closure had been effected. The skin was closed 
with a running lock silk suture. The patient left the 
operating room in good condition. After she had re- 
turned to her room, the end of the chest catheter was 
placed in a bottle of sterile saline. About 200 cc. of 
serosanguineous fluid drained into the bottle during the 
first twenty-four hours. Three days later this tube was 
removed from the chest. 

The pathologist reported the diverticulum to be 5 by 4 
centimeters with an opening 2 centimeters in diameter. 
It had a fibrous wall 3 millimeters thick and was lined 
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by white epithelium similar to that of the esophagus. 
Microscopically, the diverticulum was lined by stratified 
squamous epithelium and had a wall composed of 
bundles of smooth muscle and fibrous tissue. One cluster 
of mucous glands was noted in the submucosa. 


Following the operation, nasal suction was continued 
for five days. Varco feedings, through the tube, were 
started on the second postoperative day and continued 
until the tube was removed five days later. On the 
ninth postoperative day she was placed on a soft diet. 
On the tenth day x-rays were taken which revealed a 
straight esophagus with only slight narrowing at the site 
of the resection. The chest contained only a small 
amount of fluid in the left costophrenic angle. 


She has been rerayed following the operation at three- 
month intervals, and to date the esophagus appears es- 
sentially normal. The patient feels very well, has gained 
weight and has none of her former symptoms. 


Gastric Diverticula 

Case 4 in this series is that of a gastric diverticulum 
involving the cardia of the stomach. These lesions are 
found less often than are diverticula in any other part 
of the gastrointestinal tract. Rivers, Stevens and Kirk- 
lin found only twenty-five lesions in 91,532 routine x-ray 
studies at the Mayo Clinic since 1926. Four specimens 
were found at that institution in 3,662 postmortem ex- 
aminations, and ten lesions were discovered in 11,234 
exploratory operations on the stomach. Thus the in- 
cidence varies from one in 1,000 to about one in 4,000 
cases, Forty-three per cent of their lesions were located 
in the cardia, 43 per cent in the pylorus and 14 per cent 
in the fundus of the stomach. 


Case 4—Mr. R. D., aged twenty-two, came in to see 
me on February 25, He complained of occa- 
sional bouts of epigastric pain, failure to gain weight, 
and halitosis for which he was unable to find relief. 
A general examination was essentially negative and he 
was advised to have gastrointestinal studies, which were 
done March 4. The upper gastrointestinal tract was 
normal except for a large diverticulum extending out- 
ward from the cardiac portion of the stomach on the 
lesser curvature just below the esophageal hiatus (Fig. 
3). He was advised of the nature of his lesion and 
told that it could be removed if he felt that his symp- 
toms warranted it. He felt that they did, but before 
he could be operated upon for this lesion he was seen 
for a massive rectal hemorrhage and was operated upon 
for a bleeding Meckel’s diverticulum. This report will 
be given later in detail as Case 14. 


Duodenal Diverticula 

Next to the colon, the duodenum is the most common 
site of diverticula. Several excellent articles have been 
written on this subject, by Ferguson, and Cameron, 
Lahey, Pearse, Edwards, and most recently Arthur Col- 
lins of Duluth in the March, 1947, issue of MINNESOTA 
Mepicine, Beaver and Boland each have reported acute 
perforations of duodenal diverticula. In view of the 
many articles on this subject, I will make no attempt to 
review the history, treatment and complications of these 
lesions, but should like to confine my remarks to their 
etiology. 

Numerous theories have been proposed to explain the 
high frequency of these lesions in the duodenum. None 
seems adequate to me to explain all of these pouches and 
therefore, I would like to suggest another explanation to 


1288 


account for the diverticula of the third part of the 
duodenum, in particular. I believe, like most authors, 
that the infrequent lesions of the first part of the duo- 
denum are probably secondary to ulcers which have 
weakened the wall in this area. Secondly, I believe the 
pouches of the second part of the duodenum form in the 
weak areas produced by the entrance of the common 
bile and pancreatic ducts and their accompanying blood 
vessels. This is the general opinion held by most 
authors. However, I have not found a good explanation 
for the large mushroom type of pouches seen in the 
third part of the duodenum. Those formed in this area, 
cephalad to the point where the mesenteric vessels cross 
the duodenum, I believe, arise as the result of increased 
intraluminal pressure which reaches a maximum just 
proximal to the point of this crossing. When a partial 
obstruction of the duodenum exists at the mesenteric 
crossing, a high intraluminal pressure develops just 
proximal to this point as the result of peristaltic waves 
passing down the duodenum. Just why some vessels 
produce a partial obstruction I am not prepared to say. 
A number of different factors may be responsible, such 
as short mesentery, lumbar lordosis or heavy loops of 
small bowel. The patient to be reported had a very 
large duodenal loop cephalad to these vessels. It was 
about 50 per cent larger than normal, indicating a 
probable partial obstruction where the mesenteric ves- 
sels cross the duodenum. 

A summary of nine duodenal diverticula encountered 
in my practice, including a detailed report of the op- 
eration in this one case, follows: 


Case 5—Mr. V. J., aged twenty-three, came in on 
September 19, 1944, with a history of recurrent epigas- 
tric pain. X-rays and fluoroscopic examination made 
after the barium meal showed a fairly large duodenal 
ulcer and a small diverticulum in the first portion of 
the duodenum. He was placed on an ulcer regimen and 
made a good recovery. The x-rays revealed a small 
stalk connecting the diverticulum with the floor of the 
ulcer, revealing the etiology of this lesion to be a duo- 
denal ulcer. 


Case 6.—Mrs. H. J., aged fifty-three, had a history 
of epigastric pain and tenderness in the epigastrium. 
On November 29, 1944, films and fluoroscopic examina- 
tion was done. These revealed a scar of a healed duo- 
denal ulcer and a small diverticulum in the second por- 
tion of the duodenum. This patient was placed on ulcer 
treatment. She has had intermittent exacerbations of 
her ulcer symptoms, but it is difficult to evaluate the role 
that the diverticulum plays, if any, in the causation of 
her symptoms. 


Case 7—Mr. A. H. D., aged sixty-three, complained 
chiefly of “heart burn,” also some intolerance to fatty 
foods. On April 27, 1946, he had upper gastrointestinal 
studies done. These revealed a moderate amount of py- 
lorospasm, an ulcer crater in the duodenal bulb and also 
a diverticulum of the descending portion of the duo- 
denum. He was placed on ulcer management and made 
a good recovery. 


Case 8—Mrs. A. H., aged sixty-nine, had a history of 
recurring pains in the left upper epigastrium immediately 
after meals. She had noted these symptoms for the past 
two years but they had become more frequent of late. 
On December 29, 1945, she had gastrointestinal studies 


done. These showed approximately the upper three- 
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Fig. 3. Case 4, Oblique x-ray view 
of stomach shows diverticulum high on 
lesser curvature near entrance of 


esophagus. the duodenum. 


quarters of the stomach to be herniated into the tho- 
racic cavity, through the esophageal hiatus. There was an 
associated diverticulum of the descending portion of the 
duodenal loop. Surgical repair of the diaphragmatic 


hernia was suggested, but the patient declined operation 
because of her age. 


Case 9.—Mrs. M. L., aged sixty-five, came in on Sep- 
tember 24, 1945, for relief of her symptoms which con- 
sisted of pains in the left upper abdomen radiating into 
the rectum. This patient had had her left eye removed 
one month previous to this examination. A malignant 
melanoma had been found. Upper gastrointestinal and 
colon x-rays were done. These revealed a normal colon, 
hypertrophic gastritis and a diverticulum of the second 
portion of the duodenum. This patient has since died 
from liver matastases from the primary malignant mela- 
noma of the choroid plexus of the eye. 


Case 10.—Mrs. I. N., aged fifty-nine, complained of 
recurrent attacks of pain in the epigastrium which ra- 
diated into the back. On October 16, 1946, a complete 
gastrointestinal study was done and was negative except 
for a small diverticulum of the second portion of the 
duodenum (Fig. 4). A gall bladder study was likewise 
negative. This patient’s symptoms are probably due to 
the diverticulum, but have not been considered severe 
enough to warrant operation. 


Case 11—Mrs. M. N., aged fifty-four, was first seen 
by me on January 10, 1944. She gave a history of epi- 
gastric pain radiating into her back, nausea and vomiting. 
On January 14, 1944, gastrointestinaf studies were done. 
These showed no evidence of gastric or duodenal ulcer 
or cancer. However, they did show a large diverticulum 
of the third portion of the duodenum with retained 
food (Fig. 5). A six-hour examination showed barium 
still in the diverticulum. Since this study, she has had 
another bout of severe pain, associated with nausea and 
vomiting. This has been the sixth such episode in the 
past ten years, with each episode she has been hospital- 
ized and intravenous fluids have been given from one to 
several days before the vomiting could be controlled. 
Operation, I feel, is definitely indicated in this case, 
but so far has not been carried out. 
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Fig. 4. Case 10. Oblique x-ray view 
of stomach, cap and duodenum, shows 
small diverticulum of second portion of 


Fig. 5. Case 11. Oblique x-ray view 
of stomach, cap and duodenum, shows 
moderate-sized diverticulum of third 
portion of the duodenum. 


Fig. 6. Case 12. Anterior-posterior x-ray view of stomach, cap 
and duodenum, shows mushroom type of diverticulum in the 
third portion of the duodenum. 


Case 12—Mrs. R. E., aged thirty-two, was first seen 
on January 31, 1947. She gave a history of intermittent 
bouts of pain in the epigastrium which sometimes ra- 
diated into her back, associated with nausea and some- 
times vomiting. Certain foods seemed to aggravate this 
condition. However, she always had a tender spot in the 
right lower epigastrium. For the month previous to the 
examination, she ran a fever from 99° to 100° F. every 
afternoon. 

She had been advised on previous occasions to have 
gastrointestinal and gall-bladder x-rays, but had not done 
so until February 5, 1947. This examination revealed a 
deformed duodenal bulb due to an old healed ulcer. 
She also had a large duodenal diverticulum measuring 
approximately 5.5 centimeters in its greatest diameter 
(Fig. 6). The roentgenologist reported that considerable 
pain and tenderness were elicited when pressure was 
exerted on the diverticulum but not over the duodenal 
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cap. The diverticulum was located at the junction of the 
second and third portions of the duodenum on the lesser 
curvature side. Within the diverticulum there were 
some rarefactions which probably represented retained 
food. After four hours, the diverticulum still retained 
considerable barium. Chest and gall-bladder x-rays were 
negative for abnormalities. 

On March 8, 1947, under sodium pentothal, curare and 
nitrous oxide anesthesia, a diverticulectomy was per- 
formed. A high right rectus incision was made and the 
rectus muscle was retracted laterally. The stomach and 
duodenum were examined. The scar from the old duo- 
denal ulcer was found but no evidence of an active ulcer 
could be made out. The duodenum was quite large 
and redundant. The duodenal portion of the gastrocolic 
omentum was opened, exposing the descending portion 
of the duodenum; the superior mesenteric vessels were 
located and retracted medially. 

The diverticulum was then seen on the mesenteric 
border just lateral to the point at which the mesenteric 
vessels crossed the duodenum, Several small blood ves- 
sels between the pancreas and the duodenum were 
clamped, cut and tied off. The diverticulum was 
gradually pulled out from beneath the head of the pan- 
creas under which it was hidden. The diverticulum had 
a second small pouch projecting from the medial side 
near the base. After freeing the muscular fibers which 
constricted the neck, it was found to have a base mea- 
suring about 3 centimeters in diameter. The base was 
then clamped with two Carmault forceps and cut between 
the clamps. The mucosa was phenolized and a running 
dulox suture placed over the clamp to approximate the 
edges. After removing the clamp, a second row of 
dulox sutures was taken and this row was reinforced 
with an interrupted row of silk sutures. The gastrocolic 
omentum was then closed with a few interrupted su- 
tures. The appendix was located and found to be quite 
injected; it was amputated and the stump inverted with 
a purse string suture. 

Gastric suction was started following the operation. 
The tube was left in place for three days and the pa- 
tient was given the usual postoperative care, including 
intravenous fluids and penicillin. On the fourth post- 
operative day, she was able to take soft foods. She 
made an uneventful convalescence and left the hospital 
on the ninth postoperative day. 

After the diverticulum was removed it measured 3.5 
centimeters in length and 2.5 centimeters in width. It 
was attached by a broad neck and had a thin wall lined 
with mucosa. Microscopically, the diverticulum was 
lined by small bowel type of mucosa, the outside of 
which was a small amount of fibrous tissue and smooth 
muscle. 

The patient was re-examined by x-ray one month 
following the operation and showed a normal continuity 
of the duodenum and jejunum where the diverticulum 
was removed. She has been able to eat all nonirritating 
foods and has been completely free from pain and sore- 
ness in the epigastrium. It is undoubtedly too soon to 
know whether her symptoms have been relieved com- 
pletely and permanently. The young woman, who hap- 
pens to be a graduate nurse, states that she feels like a 
different person already and seems confident that she is 
cured of her troubles. 


Case 13—Mrs. M. L., aged sixty-six, first consulted 
me on March 11, 1947. Her symptoms were chiefly epi- 
gastric in character, but extremely vague in nature. 
Abdominal findings were essentially negative. A gastro- 
intestinal study on April 4, 1947, revealed a normal 
esophagus, stomach and duodenum with a moderately 
large diverticulum of the third portion of the duodenum 
near the duodeno-jejunal junction. It is hard to know 
how much her symptoms are attributal to the diverticu- 
lum, Her case will be studied further before any definite 
conclusions can be drawn relative to the role that this 
lesion plays in her symptomatology. 
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Small Bowel Diverticula 

Diverticula of the jejunum and ileum other than a 
Meckel’s are rare. Only a few cases have been reported 
in the literature. One such case was reported to this 
society by Dr. James A. Johnson in December, 1944. 
According to him, Kozium and Jennings, reporting in 
1941, found only one hundred and eighty-seven cases 
recorded in the literature. There are no cases in this 
series of a small bowel lesion other than the Meckel’s 
diverticulum to be reported next. 


Meckel’s Diverticulum 

The so-called Meckel’s diverticulum is probably the 
only true congenital diverticulum found in the entire 
alimentary tract. As is well known, it represents the 
persistent ileal end of the omphalomesenteric or vitel- 
line duct which in early fetal life connects the mid-gut 
with the yolk sac. Normally the duct closes in the fifth 
week of fetal life. It is found in about 2 per cent of 
all people, with a ratio of about two males to one 
female. It is usually found about one to three feet from 
the ileocecal valve, although it may be found anywhere 
from the duodenum to the cecum. About 25 per cent 
of these lesions contain pancreatic tissue, gastric, jejunal 
or duodenal mucosa. 

The chief complications arise from intestinal ob- 
struction, diverticulitis, perforation or hemorrhage. It 
may become strangulated or form the head of an in- 
tussusception. It has been known to contain foreign bod- 
ies and neoplasms. Hemorrhage and intussusception 
from these lesions are seen most often in infants. Ladd 
and Gross report twenty-six cases of hemorrhage and 
seventeen cases of intussusception in seventy-three pa- 
tients operated upon by them. Strangulation and diver- 
ticulitis are more often seen in adults, although hemor- 
rhage is not uncommon in young adults between seven- 
teen and twenty-two years. A bleeding Meckel’s lesion 
should always be considered in painless massive hemor- 
rhage from the rectum in this age group. 


Case 14.—Mr. R. D., aged twenty-two, called me to his 
home on the evening of March 18, 1946. He had been 
having frequent bloody stools for the past forty-eight 
hours and profound hemorrhage with the last two bowel 
movements. The patient was. almost completely ex- 
sanguinated from blood loss. His blood pressure was 
86/46. He was taken to the hospital by ambulance, where 
he was given 3 pints of blood and 2 liters of 5 per cent 
glucose in saline during the night. He was also given 8 
milligrams of vitamin K and Coaglin (Ciba) intramus- 
cularly. Oxygen was given by the BLB mask. He 
was given another 3 pints of blood the following day. 
By the end of that day, his hemoglobin was 53 per cent, 
his bleeding time was 1 minute and 55 seconds and 
clotting time 2 minutes. A proctoscopic examination was 
not satisfactory owing to the large amount of blood in 
the bowel. The lower rectum was essentially negative. 

He continued to have bloody stools for the next two 
days and more blood was given each day. During the 
first ninety-six hours in the hospital, he had 9 pints of 
blood, 94 milligrams of vitamin K, several ampules of 
Coaglin (Ciba), and several pints of 5 per cent glucose 
in saline. On March 23, he had an x-ray study of his 
colon. This revealed a very ragged outline to the colon 
and terminal ileum which filled with barium for about 
18 inches. This was interpreted as representing blood 
in the colon and terminal ileum, otherwise the x-ray 
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findings were negative. In view of the fact that he had 
not been nauseated or vomited blood, we felt certain 
that he was not bleeding from the gastric diverticulum; 
therefore, by indirect deduction a diagnosis of bleeding 
Meckel’s diverticulum was made. 


Fig. 7. (above) Case 14. Low-power photomicrograph shows 
ulcer and gastric mucosa in fundus of Meckel’s diverticulum. 


Fig. 8. (below) Case 14. High-power photomicrograph shows 
bleeding ulcer in ectopic gastric mucosa of Meckel’s diverticulum. 


About two o’clock p.m., March 23, 1946, under sodium 
pentothal, cyclopropane and curare anesthesia, a right 
rectus incision was made, The rectus muscle was re- 
tracted laterally and the abdomen opened. The cecum 
had a very long mesentery allowing it to be pulled well 
outside the abdomen with ease. No lesion was found in 
the cecum but there was much old blood within it, as 
well as in the lower 6 or 8 inches of* the terminal 
ileum. A Meckel’s diverticulum was found about 2 
feet from the ileocecal valve. It measured 2 by 2 by 4 
centimeters. The distal 1 centimeter was firm and solid 
in consistency. It had a mesentery of its own, contain- 
ing moderate-sized blood vessels. The diverticulum was 
amputated transversely to the long axis of the ileum. 
Wangensteen bowel clamps were used for this pur- 
pose. A running dulox suture was placed over the 
clamp after first using phenol and alcohol on the cut 
edges. Then the clamp was withdrawn and the suture 
tightened, inverting the mucous membrane. The suture 
was reinforced with a second layer of dulox catgut and 
then the serosa was inverted with a row of mattress 
silk suture. No blood was found proximal to the Mekel’s 
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diverticulum. The appendix was missing, as it had been 
removed at a previous operation. The stomach was 
examined because of the presence of the diverticulum 
high in the cardia which had previously been disclosed 
one month before. This diverticulum could be palpated 


_ Fig. 9. Diverticulum of colon. Typical x-ray picture of mul- 
tiple diverticula of colon. 


and apparently had an extremely thin wall. The abdo- 
men was then closed in layers in the usual manner. 


At the conclusion of the operation, the Meckel’s le- 
sion was opened and a small ulcer was noted in the fun- 
dus. Blood was seen to come from a marginal vessel 
on the circumference of its base. The outer surface of 
the diverticulum was pale, smooth and shiny. It was 
about 25 millimeters long and 16 millimeters wide. The 
wall was about 2 millimeters thick and there was a 
marked stenosis about 10 millimeters from the tip, after 
which the lumen opened out again. The diverticulum 
was lined with mucosa with transverse rugae. There 
was a shallow ulcer 3 millimeters in diameter just to 
the side of the constriction on the proximal side. Micro- 
scopically, the upper three-fourths of the diverticulum 
was lined with intestinal mucosa; the smooth area near 
the tip and the extra pocket were lined by gastric 
(fundic) mucosa. The ulcer was partially covered by a 
single layer of epithelium (Figs. 7 and 8). 


Following the operation, gastric suction through an 
indwelling nasal tube was started for twenty-four hours. 
He was given two more pints of blood and two liters 
of 5 per cent glucose in saline. He then made an un- 
eventful convalescence and left the hospital on the 
eleventh postoperative day: A total of 4,825 cubic cen- 
timeters, or roughly 11 pints, of blood were given in 
order to restore the major part of that which was lost. 
During the past year, he has remained entirely well 
except for hissone complaint of halitosis, which we feel 
is due no doubt to fermentation of food in the diverticu- 
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lum in the cardia of, his stomach. A transthoracic ap- 
proach is planned for the removal of this lesion some- 
time this coming year. 


Diverticula of the Colon 


Diverticula of the colon occur quite frequently in the 
older age groups (Fig. 9). Most roentgenologists re- 
port finding these lesions chiefly in the sigmoid colon 
in about 12 to 16 per cent of all colon studies. The chief 
significance of these lesions lies in the fact that about 
15 per cent become inflamed. A smaller percentage 
cause general peritonitis and obstruction due to peri- 
diverticulitis. A few will develop internal or external 
fistulae. Those causing obstruction may be difficult to 
differentiate from neoplasms. The sigmoid colon being a 
common site for both conditions, the two may be easily 
confused. Not until the lesion has been resected may a 
definite diagnosis be made at times. However, with the 
use of penicillin and the sulfonamide drugs today, most 
cases of diverticulitis will resolve on a restricted bland 
diet combined with the use of large amounts of mineral 
oil. 


Conclusions 


1. Single-stage resections of diverticula of the upper 
and lower esophagus may be safely carried out today, 
even with lesions having a large base of attachment. 

2. Lesions of the duodenum not infrequently cause 
sufficient symptoms to warrant their removal. Whenever 
they are large enough to retain food or barium for more 
than four hours, I think that they should be removed 
because of the hazard of perforation, obstruction or 
hemorrhage. 

3. Diverticula of the third part of the duodenum are 
thought to be caused by partial obstruction of the duode- 
num resulting from pressure caused by the mesenteric 
vessels crossing this part of the duodenum. 

4. A ragged barium x-ray pattern in the colon and 
terminal ileum is indicative of blood in these parts. 
Whenever these findings are noted in the absence of 
other demonstrable pathologic conditions in the colon, a 
bleeding Meckel’s diverticulum should be considered. 
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Discussion 

KENNETH A. PHeEtps, M.D.: Thank you very much 
for asking me to discuss Dr. Scott’s excellent paper. 
The only part of his paper I am at all qualified to dis- 
cuss is diverticulum of the pharynx, which he refers to 
as “pharyngo-esophageal.” Before long we will eliminate 
one part of this term and refer to diverticula which 
are anatomically pharyngeal as “pharyngeal” diverticula 
and not “pharyngo-esophageal.” 

I have had the opportunity of seeing about twenty-five 
of these cases and have used the esophagoscope to help 
the surgeon during the operation. It has been of great 
interest to watch different surgeons handle the same 
problem. The method of closing the stump of the sac 
has varied from a careful suturing, layer by layer, 
to no suturing whatever, merely a clamp b¢ing applied 
and allowed to remain for several days until it sloughs 
off. All have closed satisfactorily. 

Operation should be advised even if the patient is 
seen when the diverticulum is small and the symptoms 
are insignificant. The sac always enlarges, and the 
patient’s discomfort will increase, making operation a 
necessity. As a general rule, the smaller sac, the 
easier the operation is, on both patient and sufgeon. 

In the few cases I have seen I have been surprised 
at the number of complications, such as paralysis of 
the recurrent laryngeal nerve, pneumothorax, post- 
operative atélectasis, fistula, postoperative stenosis, recur- 
rence of the sac, but no mediastinitis. 

Dr. Scott’s handling of his patient who aspirated 
vomitus on the night of the operation, deserves commen- 
dation. He inserted a rubber intratracheal anesthetic 
tube and through this passed aspirating catheters. He 
was thus able to keep up more or less continuous bron- 
chial aspiration for several hours, a thing that would 
have been impossible had a bronchoscope been employed. 
This technique could be recommended as a good method 
of draining the bronchi in any case of postoperative 
atelectasis. 

I enjoyed Dr. Scott’s paper tremendously and | 
appreciate your giving me this opportunity to discuss it. 





CONSTRICTIVE FIBRINO-PLEURISY 


N. K. JENSEN, M.D. 
Minneapolis, Minnesota 


The development of chemotherapy and antibotics over 
the past ten years has brought about considerable con- 
fusion in the management of empyema. Following the 
studies of the Empyema Commission‘ in the First World 
War, the treatment of empyema became standardized. 
This standardization was based on well-tested and ra- 
tional concepts, the major consideration of which may 
be summarized as follows: 

1. Vital capacity is protected during the acute phase 
of the pneumonic process by avoidance of open tho- 
racotomy and reduction of the pleural effusion by needle 
aspiration. 

2. The pleural pocket is completely evacuated and 
kept so by adequate dependent drainage as soon as the 
lung has become firmly adherent to the chest wall about 
the margins of the pocket. 

3. The sealed-off uninvolved pleural space is strictly 
avoided upon draining the empyema pocket, for to 
expose the uninvolved pleura frequently results in fur- 
ther pulmonary collapse with a sucking chest wound 
and a massive empyema from dissemination of the in- 
fectious contents of the pleural pocket. 
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4. Re-expansion of the pulmonary tissue, collapsed 
by the space-filling empyema, is left to the slow process 
of fibrous tissue contraction and obliteration of the space. 

The object of this standardized management of em- 
pyema is twofold: first, to reduce the mortality of 
empyema and, second, to avoid the development of 
chronic empyema. In the period from 1918 to the 
introduction of the sulfonamides, empyema, as known 
to the Empyema Commission, regularly occurred, and by 
all odds its best management was that outlined by the 
Commission. 


With the introduction of the sulfonamides, and to an 
even greater extent with the introduction of penicillin, 
empyema has become less frequent and much less stand- 
ardized in its manifestations and evolution. The most 
confusing difference is that the fluid fails to become 
purulent on schedule, and as a result treatment by 
aspiration may be greatly prolonged. However, under 
this management, despite the apparent sterilization of 
the empyema pocket, absorption of the fluid often fails 
to occur and in a distressing percentage of cases the 
fluid loculates and organizes. Removal of the fluid 
now is no longer’ possible by aspiration, and open drain- 
age is resorted to. Re-expansion of the lung frequently 
fails to occur despite the open drainage and secondary 
infection of the pocket follows. This result is a chronic 
empyema very incapacitating and difficult to cure. 


Chronic empyema was not totally avoided in the period 
prior to the introduction of the sulfonamides and peni- 
cillin, but it probably occurred in a smaller percentage 
of the cases than now. In any event, either with anti- 
biotics or without, open drainage of a pleural effusion 
which has been allowed to persist until it has clotted 
and loculated, or until the pus has become too thick, 
is followed by failure of the lung to re-expand in a 
fair percentage of cases. 

Since the work of the Empyema Commission, a direct 
attack on the empyema pocket to bring about re-expan- 
sion of the lung, has generally been avoided. If re- 
expansion did not spontaneously occur with prolonged 
open drainage, the chest wall was deribbed and allowed 
to fall into the pleural space, bringing about its oblitera- 
tion. 

These principles in the management of both acute and 
chronic empyema were crystallized prior to the devel- 
opment of anesthetic agents and techniques which allow 
respiration to be easily maintained with wide thoracot- 
omy, and before the discovery of effective antibiotics; 
that is, they were developed to make surgical treatment 
of empyema safe by avoiding open pneumothorax and 
dissemination of infectious material at a time when 
even the temporary occurrence of either was frequently 
disastrous. 


A further factor which has conditioned the manage- 
ment of chronic empyema was the misconception com- 
monly held that in instances when the lung failed to 


re-expand, following open drainage, the failure of 
expansion was due to thickening and contraction of 
the visceral pleura. 

Theoretically, a more radical mechanical removal of 
the fluid and fibrin from the pleural space, allowing 
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immediate complete expansion of the lung, offers the 
possibility of shortening the recovery time and pre- 
serving respiratory function. Consequently many sur- 
geons have attempted this procedure since the appear- 
ance of a brief report by Fowler? in 1893. He excised 
the fibrous envelope of a chronic empyema cavity and 
allowed the lung to re-expand.- Delorme? at about this 
same time carried out excision of a localized tuberculous 
empyema pocket with freeing of the underlying lung 
and later extended his experiences. Both Fowler and 
Delorme understood that in any empyema it is not 
thickened pleura which makes up the wall of the em- 
pyema cavity, but rather an organized layer of fibrin 
which is gradually converted to dense fibrous tissue. 
This layer only gradually fuses with the pleura. Un- 
fortunately this concept was lost, and soon the erro- 
neous idea that thickened pleura constituted the wall 
of the empyema cavity came to have wide acceptance. 

Lilienthal5 in 1915 was the first to treat acute empyema 
by decortication, and he carried out the procedure much 
as we do today except that he hesitated to separate the 
lung from the mediastinal pleura, or thoracic wall. He 
feared the dissemination of infection. Ware? also re- 
ported a series, in 1917, of acute empyemas treated by 
decortication. Many others, from the time of Fowler 
and Delorme to the beginning of World War I; reported 
on the treatment of empyema by decortication, but due 
to the constant hazards of anesthesia in open thoracot- 
omy, the inability to prevent the dissemination of infec- 
tion, and inadequate means of replacing blood loss, the 
procedure never gained wide acceptance. 


Initially, pulmonary decortication was revived in 
World War II as a procedure to deal with sterile con- 
strictive fibrino-pleurisy accompanying massive hemo- 
thorax. The first such decortication was performed by 
Thomas H. Burford! in May of 1943. In the months 
that followed, this surgeon and gradually many others, 
working first in the Mediterranean theater and then 
throughout the armed forces, became more aggressive. 
By the last of 1943 frank empyemas resulting from 
infected hemothoraces were being drained by rib- 
resection, and subsequently, as the patient’s sepsis sub- 
sided, decortication was carried out. The type of or- 
ganism recovered from the pleural pocket was not an 
influencing factor in electing decortication, but rather 
the degree of pulmonary compression present. With the 
introduction of penicillin early in 1944 for the treatment 
of surgical infections, the preliminary rib-resection 
drainage was largely abandoned and primary decorti- 
cation of grossly purulent hemothoraces became routine. 

I have chosen the title, Constrictive Fibrino-Pleurisy, 
for this paper as I wish to emphasize that hemothorax 
is not the only intrapleural pathological process which 
results in compression of a lung and its imprisonment 
by a dense shell of organized and fibrosed fibrin. Uni- 
versally this process occurs sooner or later in the 
development of every neglected empyema. Blood intro- 
duced into the pleural cavity is irritating to the pleura, 
and promptly there is laid down over the pleural sur- 
faces a layer of fibrin. This undergoes organization 
by the ingrowth of fibroblasts and capillaries. Exactly 
the same thing happens in a bacterial pleurisy. The 
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subpleural inflammatory process within the lung irritates 
the pleura; a pleural effusion forms and fibrin is laid 
down over the pleura. The effusion gradually becomes 
more purulent; fibrin clots frequently form within the 
effusion and organization of the fibrin deposit on the 
pleura occurs. However the visceral pleura itself is not 
thickened, if at all, until many weeks later. In 1893 
Delorme removed, at autopsy, a leatherlike membrane 
from the lung of a patient who had had tuberculous 
pleurisy for six months. The underlying lung was 
healthy and could be detached, its pleura still thin and 
elastic. Paulson® has recently reported successful decor- 
tication of thoracic empyemas which have existed for 
more than a year. These followed such various primary 
pleural effusions as postpneumonic pleurisy, subphrenic 
abscess, and hemothorax. 

The following seven cases* are reported to illustrate 
the similarity between the constrictive fibrino-pleurisy 
produced by ‘pyogenic infections of the pleura, tubercu- 
lous infections of the pleura, and hemothorax. The 
hemothorax cases are of further interest as they illustrate 
some of the mechanism producing hemothorax in civilian 
life, and demonstrate the various stages of constrictive 
fibrino-pleurisy associated with hemothorax. 


Case Reports 


Case 1.—A nineteen-year-old boy accidentally shot by 
a .22 caliber pistol at close range was admitted to St. 
Mary’s Hospital two hours after the injury. The bullet 
had passed through the soft tissues on the dorsum of 
the right forearm and entered the thorax through the 
sternum. It traversed the left upper lobe and left the 
thorax through an interspace to lodge in the subscapular 
area. 

The patient had no pulmonary symptoms on admis- 
sion, but both physical signs and roentgen examination 
demonstrated a closed pneumothorax on the left of 
moderate degree, and some fluid at the base almost cov- 
ering the diaphragm which was elevated three inter- 
spaces. There was no dyspnea. Color was good and 
pain was limited to the right forearm. 

The fluid in the left chest increased in the next 
twenty-four hours, completely covering the diaphragm 
and reaching up to the eighth rib posteriorly. There 
was a slight shift of the mediastinum and no dyspnea. 
A total of 750 c.c. of dark blood and 200 cc. of air 
were aspirated at this time. Full re-expansion of the 
lung followed, with only a small amount of fluid remain- 
ing in the costophrenic angles. Subsequently the residual 
fluid absorbed and the roentgenogram studies revealed 
a normal-appearing chest. 

This case illustrates that prompt re-expansion of the 
lung by complete aspiration of the irritating pleural fluid 
prevents fibrino-pleurisy and subsequent constrictive 
pleuritis. 


Case 2.—Three weeks prior to admission to St. Mary’s 
Hospital this eleven-year-old boy fell in the snow and 
was stabbed in the back by an unrecognized object. 
Examination immediately after the injury revealed a 
small puncture wound, and only some days later did 
symptoms suggestive of a pleurisy develop, associated 
with moderate dyspnea. A roentgenogram on admission 
to the hospital revealed a massive pleural effusion extend- 
ing almost to the apex of the right pleural cavity with 


*Three of the cases of hemothorax are from the Thoracic Sur- 
gical Service of the United States Veterans Hospital, Minne- 
apolis, Minnesota. Dr. Penn Harper rformed these decorti- 
cations under my supervision. The other five cases are from 
the aeaapehe St. Mary’s Hospital service of my senior asso- 
ciate, Dr. T. J. Kinsella, and were cared for jointly. 
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marked compression of the lung and a small pointed 
foreign body, 3 cm. in length, occupying the costophrenic 
angle (Fig. 1). 

A diagnosis of hemothorax was made, and thoracot- 
omy with evacuation of the hemothorax and decorti- 
cation of the lung was carried out promptly. The post- 


Fig. 1. Case 2. Admission roentgenogram of 
lemme -year-old boy three weeks after sustaining 
small puncture wound in posterior sixth inter- 
costal space. Foreign body seen in last inter- 
space proved to be a sliver of window-pane 
glass. 


operative course was entirely uneventful and two weeks 
later the patient was discharged from the hospital with 
complete re-expansion of the lung and good respiratory 
motion on both sides (Fig. 2). 

This very excellent result was possible because the 
decortication was carried out early. The peel was only 
about 5 to 8 mm. in thickness and came away from the 
pleural surfaces easily and without bleeding. Diaphrag- 
matic mobilization was accomplished completely, as 
the peel could be removed from its entire surface. It 
moved well postoperatively and has continued to do so. 
The histologic condition of the peel removed in this 
case is illustrated and discussed later in this paper. 


Case 3—A twenty-four-year-old man sustained closed 
fractures of ribs 7, 8, and 9 on the left, and a severe 
head injury in an auto accident. ~ He was unconscious 
for many hours and confused for several days. During 
this time his thoracic injury received little attention 
other than strapping which relieved his pain. Two weeks 
later severe pleuritic pain developed on the left accom- 
panied by chills and fever. Despite several aspirations 
of the chest and vigorous systemic antibiotic therapy, 
the septic course persisted for the following three weeks. 
Marked weakness and weight loss resulted, and five 
weeks after injury, the patient was transferred to the 
Minneapolis Veterans Hospital. 

Aspiration of the chest on admission to the Veterans 
Hospital demonstrated frank pus containing hemolytic 
streptococci. Dyspnea was marked at this time. 
diagnosis of empyema was made and the patient treated 
vigorously by interpleural and parenteral penicillin with 
frequent aspirations of the chest. The infection was con- 
trolled but pulmonary re-expansion failed to occur, and 
after eighteen days a trochar thoracotomy with estab- 
lishment of closed drainage was resorted to. Frequent 
pleural irrigations, with penicillin, and continuous neg- 
ative pressure failed to bring about any pulmonary 
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expansion over the next 
of the chest at this time 
the left lung except for 
tissue above the clavicle. 


ten days. A roentgenogram 
showed complete collapse of 
a small area of air-bearing 
The entire left thorax was 


filled with an empyema pocket reaching from above 
the third rib posteriorly to the eleventh inferiorly. 


Fig. 2. Case 2. Roentgenogram two weeks 
elie” decortication, at time of discharge from 
hospital. Note fragment of glass has been re- 
moved from pleural space. 


Nine weeks after injury the patient was transferred 
to the surgical service, and pulmonary decortication was 
carried out. Exploration revealed a typical hemothorax 
with thick peel over all the pleural surfaces. The peel 
separated easily from the pulmonary surfaces but was 
densely adherent to the parietal pleura. Care was taken 
to free the diaphragm but no effort was made to remove 
all the peel from the parietal surfaces. Bleeding was 
troublesome. Complete pulmonary expansion was ob- 

tained and the chest closed with three suction catheters 
in place. These were removed in seventy-two hours. 
Upon discharge from the hospital twelve days later, vital 
capacity had returned to 2,700 cc. He was seen six 
weeks later, and a roentgenogram at this time showed 
only residual pleural thickening at the base. 

This case is of interest in that the hemothorax was 
unrecognized and misinterpreted as a massive empyema 
for almost nine weeks of treatment in two different 
hospitals. It also illustrates that a closed hemothorax 
will become infected spontaneously and the infection 
responds to intrapleural and parenteral penicillin, and 
further that once constrictive fibrino-pleurisy has become 
established, pulmonary re-expansion can only be gained 
by decortication. The histologic picture of the peel re- 
moved in this case is illustrated and discussed later in 
this paper. 


Cuse 4—A thirty-six-year-old man, an office worker, 
developed a spontaneous pneumothorax which rapidly 
became a hemo-pneumothorax of such magnitude that 
he spent most of the first three weeks of his illness 
in an oxygen tent. Aspiration of 1,000 cc. of dark 
wine-colored fluid on the twentieth day relieved the 
dyspnea. During the next two weeks, five more aspira- 
tions were carried out. He was admitted to the Vet- 
erans Hospital six weeks after onset of his illness. 

Roentgenograms on admission demonstrated a massive 
pneumothorax. Five additional weeks of intrapleural 
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and parenteral penicillin with frequent aspirations of 
the chest failed to re-expand the lung or control the 
severe staphylococcic infection which developed during 
this treatment. The first aspirations on admission were 
sterile, but the subsequent cultures showed staphylococci 
despite the penicillin. 


= i 
> - 


Fig. 3. Case 5. Roentgenogram on admis- 
sion to hospital forty-nine days after injury. 
This shows the typical features of a massive 
hemothorax before attempted pleural drainage 
has created a pneumo-hemothorax. The only 
air-bearing lung remaining is in the upper me- 
dial ogetion of the a we ace. The remain- 
der of the lung is completely collapsed in the 
paravertebral gutter. 


Ten weeks after onset of the hemothorax, the patient 
was transferred to the surgical service and a decortica- 
tion carried out. A typical hemothorax, grossly infected, 
was found. The peel separated easily from the visceral 
pleura but was densly adherent to the parietal pleura, 
from which it was removed only over the diaphragm. 
Excellent re-expansion was obtained and the chest 
closed with the usual three suction catheters. 

Following decortication the patient’s sepsis promptly 
subsided but six days later he again became febrile. 
A small basal pleural pocket was identified and drained 
by catheter. This patient’s vital capacity just prior to 
decortication was 1,900 c.c. Two months later it was 
3,000 c.c. 

This case illustrates several interesting features.. He- 
mothorax can occur without any trauma. Here, with the 
development of the spontaneous pneumothorax, an ad- 
hesion must have torn and subsequently bled. The true 
nature of the condition was unrecognized even after 
aspiration of a liter of “dark wine-colored fluid.” On 
admission to the second hospital, the hemothorax, now 
six weeks old, became infected despite intrapleural and 
parenteral penicillin. Pulmonary re-expansion could 
not be accomplished until decortication was carried out, 
which in turn obliterated the pleural pocket and eon- 
trolled the infection. The histologic picture of the peel 
will be discussed later. 


Case 5.—A fifty-five-year-old male was admitted to 
the Veterans Hospital six weeks after falling when he 
tripped over a railroad tie. At the time of the fall on 
June 20, he sustained several minor lacerations, includ- 
ing one on the right anterior chest. He continued to 
work without noticeable symptoms until July 8 when 
dyspnea, inspiratory chest pain, weakness and weight 
loss incapacitated him. These symptoms persisted for 
the next month, accompanied by fever and progressive 
weakness. He entered the hospital on August 8 On 
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admission, 500 c.c. of syrupy dark-red fluid was aspi- 
rated which contained hemolytic staphylococcus aureus. 

Figure 3 shows the massive hemothorax present on 
admission. Decortication was carried out with complete 
re-expansion of the lung. The peel separated readily 
from the lung and with some difficulty from the dia- 


Fig. 4. Case 5. Roentgenogram three months 
after decortication. Lung is fully re-expanded 
pleural space obliterated, considerable pleur: 
thickening persists at the base. Peel was not 
removed from parietal pleural, and is thickest 
in this region. 


phragm. It was not removed from_ the remaining 
parietal pleura. The usual closure with catheters was 
carried out. Healing per prium occurred, and the patient 
was ambulatory by the ninth, postoperative day. 

Figure 4 is a roentgenogram made three months after 
decortication. At this time the patient was asympto- 
matic and had regained 14 pounds. 

This case is of interest because of the slow devel- 
opment of a massive hemothorax following minimal 


‘trauma and its subsequent spontaneous infection by he- 


molytic staphylococcus aureus. This man was septic on 
admission to the hospital and had been so for a month. 
His sepsis continued despite penicillin parenterally, but 
promptly subsided following decortication. 


Case 6—A fourteen-month-old infant was admitted to 
St. Mary’s Hospital three weeks after the onset of left- 
sided pneumonia which had been followed by pleural 
effusion in six days. The infant had been treated with 
sulfamerizine from the time of onset of pneumonia, with 
normal temperature after the third day. The pleural 
effusion became massive with displacement of the heart 
to right, and catheter drainage was instituted the third 
week but was ineffective. 

A roentgenogram on admission showed a massive clot- 
ted fibrino-thorax with marked displacement of the 
mediastinum. At this time the child’s respiratory rate 
was above 60 in an oxygen tent. The pulse was 130 
to 150 per minute. Thoracotomy with evacuation of the 
fibrin was performed under local anesthesia. Only par- 
tial expansion was obtained, as formal decortication 
could not be carried out completely. Postoperatively, 
the infant did well out of oxygen, and on discharge 
seven weeks later, the chest was closed and the left lung 
was functioning despite the greatly thickened pleura re- 
maining. Pulmonary function could have been re-estab- 
lished much more quickly and effectively in this case 
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Fig. 5. Case 7. Roentgenogram one 
week after onset of illness showing 
fae infiltration in right lower 

ung field. Etiology at this time unde- 
termined. Sputum negative for acid-fast 
organisms on smear and concentration. 
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Fig. 6. Case 7. Roentgenogram sev- 
enteen days after onset of illness. Note 
the similarity to Figure Massive 
pleural effusion gives same x-ray pictures 
as massive hemothorax and compresses 
lung in same fashion. 


Fig. 7. Case 7. Chest roentgenogram 
three months after decortication. ung 
expanded, pleural space obliterated, tu- 
berculous process in lower lobe clearing. 


had the patient been old enough to withstand wide 
costectomy with pulmonary and mediastinal liberation 
without great anesthetic difficulties. 

Comment—The type of empyema developing in this 
case has become much more frequent since the introduc- 
tion of sulfonamide drugs. Occasionally in the presulfon- 
amide days, a pneumonic empyema would undergo auto- 


sterilizaton and fibrinous organization and clotting, with 
the production of a large intrapleural mass of gradually 


organizing fibrin. Subsequently, infection usually re- 
curred with suppuration and the development of a mas- 
sive chronic empyema overlying a collapsed bound-down 
lung. With the use of sulfonamides, however, sterili- 
zation of the empyema has occurred much more fre- 
quently, and fibrino-thorax has developed if the effusjon 
has not been promptly and completely evacuated by ade- 
quate drainage. 

Autosterilization or sterilization by the sulfonamide 
drugs occurs gradually and incompletely, during which 
time exudation of serum and fibrin continues, with 
organization of the fibrin overlying the pleural surfaces 
proceeding rapidly. Each day the irritating effusion 
persists, more fibrin is laid down on the pleural sur- 
faces, and more of it undergoes fibroblastic organization. 
A constrictive fibrino-pleurisy is occurring. Drainage 
of the pocket after this process is well established (some- 
times as early as three weeks) fails to re-expand the 
lung, and chronic empyema is established unless the lung 
be freed by decortication at time of drainage. 

It may be that the treatment of early empyema by 
parenteral and intrapleural penicillin and needle aspira- 
tion will not result in this process so frequently. 
With penicillin, much more rapid sterilization is ob- 
tained, and in those patients I have followed, whose 
empyemas have promptly become sterile with peni- 
cillin, the purulent effusion has rapidly thinned out with 
loss of fibrin content and ever-increasing ease of aspi- 
ration. Satisfactory pulmonary expansion has occurred 
in these cases. Penicillin will not dissolve the fibrin 
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already deposited on the pleural surfaces nor will it 
prevent its deposition unless it promptly sterilizes the 
pleura and the effusion is completely aspirated. 


Case 7.—A nineteen-year-old girl was admitted to St. 
Mary’s Hospital after seventeen days of illness which 
had its onset with pain in chest, dyspnea, mild dry 
cough, and fever. At time of admission she had been 
on a sulfonamide drug two weeks. Figure 5 shows the 
chest roentgenogram taken one week after onset of 
illness. Figure 6 shows the chest at time of admission. 
The patient was quite toxic with temperature ranging 
up to 103° Fahrenheit at this time. Aspiration revealed 
cloudy amber fluid, and 650 c.c. were removed. 


Continued aspirations failed to expand the lung, 
and on the thirty-ninth hospital day decortication was 
carried out (fifty-three days after onset). The large 
pleural pocket contained syrupy, greenish-yellow, slightly 
sour fluid with several fibrin masses floating free. The 
peel was from 3 to 8 mm. thick and separated easily 
from the visceral pleural surfaces and diaphragm. It 
was not removed from the parietal pleura. Figure 7 
shows the chest three months later. 

lage ae the patient did very well. The opera- 
tive wound healed by first intention, and on the eighth 
postoperative day the patient became completely afebrile 
and remained so for the first time since the onset of 
the illness. 

Initially the possibility of a tuberculous pneumonia 
with tuberculous pleurisy was suspected. The first 
pleural fluid removed was sterile. Repeated sputum ex- 
aminations were negative for acid-fast organisms. Later 
a nonhemolytic streptococcus was recovered from the 
pleural effusion. At the time of decortication, the diag- 
nosis was postpneumonia empyema with constrictive 
fibrino-pleurisy. Culture of the pus obtained, however, 
revealed both non-hemolytic streptococcus and tubercle 
bacilli, and the peel showed tuberculosis on microscopic 
examination. Due to the development of sensitivity 
to penicillin, this drug had been discontinued ten days 
before operation. Three days preoperatively, simply as 
the only available antibiotic which the patient could 
tolerate, 1.8 grams of streptomycin daily was started. 
This was continued for seven days postoperatively. She 
also was given 400,000 units of penicillin daily along with 
benadryl for the first eleven postoperative days, as 
tests had shown the streptococcus to be insensitive to 
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Fig. 8. Section of a peel removed twenty-one days after 
formation of a sterile hemothorax (Case 2). Note absence 
of blood vessels and leukocytes. - Masses of fibrin are still 
being actively infiltrated by fibroblasts. 


_ Infected 
infiltration 


in Case 4. 
Leukocytic 


Fig. 10. Section of peel removed 
hemothorax of ten weeks’ duration. 
very well shown, vascularity marked. 
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Fig. 9. Peel removed in Case 3. Hemothorax nine weeks 
old. Note rich vascularity, complete infiltration of fibrin by 
fibroblasts, and scarcity of leukocytes. Removal of this peel 
was accompanied by brisk bleeding. 


Fig. 11. Case 7. This peel is approximately eight weeks 
old. It shows the same basic features as those arising in 
hemothorax and in pyogenic empyemas. In addition, the giant 
cells and necrosis a tuberculosis are apparent. 
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streptomycin but very sensitive to penicillin. 
these days the penicillin was well tolerated. 
This patient certainly was saved a very prolonged 
and difficult course of chronic tuberculous empyema 
complicated by mixed pyogenic infection. She unques- 
tionably would have come to thoracoplasty for obliteration 
of the large pleural space and even at final recovery 
would have been left with a bound-down seriously crip- 
pled lung. However, decortication of the lung in tuber- 
culous empyemas is not unreservedly recommended. 
The considerations involved in the treatment of tuber- 
culous empyema are beyond the scope of this paper. 


Comparison of the fibrino-fibrous peels or membranes 
from the pleural surfaces of the lungs in these cases 
is of interest: 


In the first case, no opportunity for a peel to form 
was allowed and there is none to show. Case 2 was 
twenty-one days old, that is, the hemothorax had 
existed twenty-one days. Figure 8 shows this peel. 
Note the fibrin being invaded by the actively poliferating 
fibroblasts and the absence of new blood vessels. This 
is the ideal time for decortication as the fibroblastic 
proliferation has advanced far enough to make the 
peel easy to remove. It wipes away in sheets. Bleeding 
does not occtir as the vascular proliferation from the lung 
has not yet occurred to any degree. Infection had not 
occurred in this case, and we find few leukocytes in the 
peel. 

Case 3, on admission, showed hemolytic streptococci 
on aspiration of the hemothorax, but subsequently be- 
came sterile. The microscopic sections show advanced 
fibrosis of the peel with some leukocytic infiltration on 
the lung side, but little deep in the peel. The vascularity 
is marked, and Figure 9 shows this intense vascular pro- 
liferation. These cases tend to bleed more during 
decortication. This peel is nine weeks old. 

In Case 4 futile efforts were made to evacuate the 
hemothorax by aspiration. The hemothorax became 
infected with staphylococcus aureus hemolyticus, coagu- 
lase positive, and for some time prior to decortication, 
was septic. This peel, ten weeks old, shows the same 
general fibrosis and vascularity as the peel in Case 3 
but in addition shows intense leukocytic infiltration. 
Figure 10 shows this leukocytic infiltration and the usual 
vascularization, 

The peel from Case 7 on low-power magnification 
shows the same general features as these others. In 
addition, small miliary tubercles, giant cells, and micro- 
scopic areas of necrosis characteristic of tuberculosis are 
seen. These features are well shown in Figure 11. 
In Case 4, the modification of a constrictive fibrino- 
pleurisy membrane or peel by pyogenic infection is dem- 
onstrated. This section of Case 7 demonstrates a tu- 
berculous infection of a similar membrane or peel. 

In comparing these sections it is readily apparent that 
all represent the same process, namely, the progressive 
fibrosis of a fibrin layer deposited over the pleural sur- 
faces. Vascularization follows, and the various infect- 
ing organisms elicit the same tissue responses here as 
they do in other tissues. It is the fibrosis, however, 
that binds down the lung and creates thereby the pleural 
pocket which leads to chronicity. 

In summary, it is well to emphasize that fibrino-pleu- 
tisy will occur whenever an effusion of some magnitude 
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persists in the pleural space long enough for fibrin to 
be laid down over the pleural surfaces and become 
organized. Once this process is well established, sim- 
ple drainage by- whatever means frequently fails to 
bring about pulmonary re-expansion with obliteration of 
the pleural pocket. Chronic empyema ensues and per- 
sists until the space is obliterated. This can be accom- 
plished bv either collapsing the chest wall into the pocket 
or liberating the lung and allowing it to reoccupy the 
space. Modern anesthesia and antibacterial agents have 
made excision of the empyema pocket feasible. This 
allows re-expansion of the lung. Respiratory capacity 
is salvaged by this procedure and hospital stay and dis- 
ability greatly shortened. Decortication is applicable 
to bacterial empyemas resulting in constrictive fibrino- 
pleurisy as to those developing secondary to a clotted 
hemothorax. Streptomycin may bring certain tuber- 
culous empyemas occurring without underlying cavitary 
disease into the same category as other becterial 
empyemas. 


Finally, here is a word of recommendation for early 
adequate drainage of all pleural effusions, by frequent 
aspiration till the pus is too thick for the needle and 
then, if necessary, by costectomy. The best decortication 
is the one avoided by early adequate pleural drainage, 
and the best “deribbing and unroofing” is the one avoided 
by decortication if the needle and tube have been either 
too little or too late. 
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Discussion 

L. Haynes Fowter, M.D.: This has been very inter- 
esting to me. In the army we had quite a little experi- 
ence with traumatic hemothorax, chiefly with noninfected 
cases. I can only reiterate what Dr. Jensen has said. 
In following the work of Dr. Burford who was stationed 
near us, I found that the results from decortication were 
remarkable. The ease with which decortication of the 
lung is accomplished in the early cases is really astound- 
ing. It is a most satisfying experience to open a chest 
and see the lung bound by a thick fibrinous layer. With 
all the pressure the anesthetist can give, the lung will not 
expand. Peel that layer off, the anesthetist expands 
the lung, and it comes out like a balloon right under 
your eyes. 

Later in the war we had a few cases of infected 
pleural effusion and empyema in which we did this pro- 
cedure. Although the x-ray pictures did not look as nice 
as those with simple hemothorax, the clinical results were 
good in the few cases we had. I haven’t had the op- 
portunity to do any since returning to civilian life. It is 
a question of judgment as to how long to wait for ex- 
pansion before operating. I am sure Dr. Jensen will 
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agree that the sooner we can decorticate, the easier it 
will be. . 

I was glad to hear Dr. Jensen discuss the question of 
sterile pleural effusion. I recently had a case of a young 
man who had a pneumonia. The pneumonic process had 
cleared up as far as the internist could tell, but the 
patient had effusion in the chest and was running a 
septic temperature. I aspirated the chest and took off 
a couple of hundred cubic centimeters of clear straw- 
colored fluid. This was reported by the laboratory as 
negative as far as smear and culture were concerned. 
The patient continued to run a septic temperature, and 
an x-ray showed a large shadow due to pocketed fluid in 
the posterior right chest. He had been on penicillin. I 
decided to aspirate again and aspirated 900 c.c. of clear 
sterile fluid. The pocket disappeared and the temper- 
ature dropped to normal and the patient got well. I 
don’t know how to explain it, but we may be coming 
to the stage with penicillin and sulfonamides when we 
will have to pay more attention to complete, thorough, 
and more frequent aspiration of apparently sterile fluid 
from the chest. 

I want to thank Dr. Jensen for a very fine and inter- 
esting presentation. 


Tuomas J. Kinsetta, M.D.: There is one point which 
I would like to bring out. There is considerable difference 
between the thin serous effusion of a tuberculous pleurisy 
with effusion and the fluid of high fibrin content fol- 
lowing a pneumonia or in a hemothorax. The former, 
lying in a pleural membrane but slightly damaged, fre- 
“quently absorbs in a matter of days, weeks or months, 
leaving but little evidence of its former presence except 
an obliterated pleural space. The latter, because of the 
high fibrin content and its deposit on the pleural sur- 
faces, soon comes to lie in a fibrin-lined pocket from 
which it is not absorbed. If the fluid is not removed, 
additional fibrin is deposited and the lung becomes bound 
down in the collapsed position and loses its function. 

To avoid this, aspiration must be started early and 
carried out frequently (once or twice daily) and com- 
pletely. Only in this way can we obtain results fol- 
lowing empyema and hemothorax by aspiration alone. 
Once fibrin becomes deposited in appreciable amounts, 
it tends to increase, and then you are in a jam. If 
bacteria were present, digestion of the fibrin mass by 
enzymes from the bacteria and the leukocytes might take 
place, but this does not occur in the sterile exudates. 
Fibrin solvents may be of use, but if results are not 
obtained promptly, decortication is mandatory if the func- 
tion of the lung is to be restored. 


NatHAN K. Jensen, M.D.: The remarks of Dr. 
Fowler are well made. In the one case presented tonight, 
the pleural fluid contained a nonhemolytic streptococcus 
which misled us and we missed the tuberculous infec- 
tion until we obtained sections of the peel. 

Doctor Kinsella I would answer this way. If a pa- 
tient developing an empyema never gets any chemo- 
therapy, the migration of leukocytes into the fluid is 
intense and it rapidly becomes purulent fluid. The 
leukocytes liberate trypsin which digests the fibrin. 
If the pleural effusion is sterilized by chemotherapy or 
if it occurs as the result of hemorrhage, the fibrin con- 
tent remains high. Unless it is quickly and completely 
aspirated, fibrin is laid down on the walls of the pocket, 
and organization proceeds rapidly. 





Humanity has always shunned responsibility. Even 
today, though there is widespread intellectual acceptance 
of the concept that much disease is preventable, the emo- 
tional attitude is not much altered and illness is con- 
sidered an intrusion, a misfortune due to factors beyond 
control of the individual. As a whole we have not yet 
awakened to the idea that the health of men and women 
is their own responsibility—Epwarp J. Streciitz, M.D., 
A Future for Preventive Medicine, The Commonwealth 
Fund, 1945. 
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TEN-YEAR HEART STUDY 
AT UNIVERSITY 


About 300 Saint Paul and Minneapolis businessmen 
between the ages of forty-five and fifty-four are being 
selected to serve as volunteer “human guinea pigs” ai 
the University of Minnesota in a ten-year study of fac- 
tors influencing the development of arteriosclerosis and 
hypertension. 

The study, conducted under the direction of physiolo- 
gist Dr. Ancel Keys, will attempt to discover whether 
habits of diet and physical activity will prevent or delay 
the development of degenerative cardiovascular dis- 
ease. Effects of worry and nervous tension also will be 
carefully studied. 

Men participating in the study will undergo a thor- 
ough examination of their cardiac and vascular con- 
ditions once each year for five years at the University 
laboratory of physiological hygiene, then will be checked 
intermittently by investigators for the next five years. 
Invitations to participate in the study have been sent 
out to employes of twenty-three Twin Cities business or- 
ganizations who are in the proper age group. Partici- 
pants will be selected from the volunteers. 

A special group of the 300 participants will be com- 
posed of thirty men who have been following a syste- 
matic program of exercise for a considerable period. 
From this group Dr. Keys hopes to obtain information 
as to any beneficial or harmful effects of systematic 
exercise after the age of forty. 

Supported by the United States Public Health Service, 
the project has been endorsed by the Heart Committee 
of the Minnesota State Medical Association’and by the 
Hennepin and Ramsey County Medical Societies. 





USE OF RURAL HOSPITALS INCREASES 

Rural Minnesotans are losing their “prejudice against 
going to a hospital except as a last resort.” 

That is the conclusion of a University of Minnesota 
sociologist who has just completed a study of the dis- 
tribution and use of Minnesota hospitals. 


The greatest increase in the use of hospital beds be- 
tween 1930 and 1946 has been in rural counties with no 
towns of more than 2,500 population. Hospital beds in 
those counties were only 50 per cent used in 1930; they 
were 74 per cent used in 1946. 

The study also showed that there are fewer small 
hospitals in the state than in 1930, but that the number 
of hospital.beds has increased: from 24,974 to 31,952. 
Of this increase of 6,978 beds, 80 per cent have been for 
mental patients. In spite of additional facilities there are 
still thirteen rural counties without hospitals. Two- 
thirds of the hospital beds in Minnesota are in the four 
counties with the largest urban centers: Hennepin, 
Ramsey, St. Louis and Olmsted. 

Small general hospitals with fifteen beds or less— 
too small for efficient operation—have tended to disap- 
pear, the study showed. There were less than half as 
many in 1946 as there were in 1930. 
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Anatomy: Figure of male viscera 
from Loys Vasse’s Anatomical 
Compendium, 1553— 

Courtesy, The Bettmann Archive. 
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of human anatomy and physiology, without stethoscope or 
electrocardiograph, it is small wonder that physicians of 
the 16th Century were helpless before many of the 
conditions for which present day medicine possesses 
efficient treatment. 


Present day knowledge of the anatomy and physiology 
of the heart and respiratory tract has led to the 
widespread use of 


SEARLE AMINOPHYLLIN* 


to increase the cardiac output, stimulate diuresis, relax 
bronchial musculature in such conditions as congestive heart 
failure, paroxysmal dyspnea and bronchial asthma. 


G. D. Searle & Co., Chicago 80, Illinois 


RESEARCH IN THE SERVICE OF MEDICINE 


*Searle Aminophyllin contains 
at least 80% of anhydrous theophylline 








In Memoriam 





ARNT G. ANDERSEN 


Dr. Arnt G. Andersen of Minneapolis passed away 
November 1, 1947 at the age of sixty-six. 


Dr. Andersen was born in Minneapolis, December 31, 
1880. He graduated from the University of Minnesota 
medical school in 1904 and interned at St. Barnabas and 
Swedish hospitals in Minneapolis. He practiced at Hills- 
boro, North Dakota, from 1904 to 1914 before moving 
to Minneapolis. He took postgraduate work in Vienna 
in 1910 and again in 1927. 

He was a member of the American College of Sur- 
geons, the Hennepin County Medical Society, the Min- 
nesota State and American Medical Associations. He 
had a captain’s commission during World War I and 
served on the Mexican border and in the national home 
guard. For his ‘services in World War II, he was 
awarded the selective service medal and certificate of 

. merit. He was a member of Our Saviour’s Lutheran 
church, Scottish Rite bodies, Zuhrah Temple of Shriners’ 
Legion of Honor and Masonic Order of Hillsboro, North 
Dakota. 

Dr. Andersen is survived by his wife, two sons, Arthur 
R. of Minneapolis, and Wagner L. of St. Cloud, and a 
daughter, Mrs. Noel M. Kiefer of Skokie, Illinois. 


H. MILTON CONNER 


Dr. H. Milton Conner, former consulting physician 
at the Mayo Clinic and Assistant Professor of Medicine 
at the Mayo Foundation, died October 18, 1947, follow- 
ing an illness of fifteen years. 


Dr. Conner was born May 21, 1881 at Morrison, 
Illinois. He attended high school at Merrill, Kansas, and 
the Hiawatha Kansas Academy and obtained his M.D. 
degree in 1909 at the Kansas Medical College, Topeka, 
Kansas. His interne year was spent at Stormont Hos- 
pital in Topeka, and he took postgraduate work as a 
special student in pathology at the College of Physicians 
and Surgeons of the University of Illinois in 1910. He 
was Professor of Pathology at the Kansas Medical Col- 
lege from 1910 to 1913 and practiced in Topeka from 
1910 to 1918. He became Assistant in Surgical Pathology 
at the Mayo Clinic in 1918 and Assistant Professor of 
Medicine at the Mayo Foundation in 1920. 

Dr. Conner was a fellow of the American College of 
Physicians, the Central Society for Clinical Research, the 
Minnesota Society of Internal Medicine, the Southern 
Minnesota Medical Association, the Olmsted-Houston- 
Fillmore-Dodge County Medical Society and the Min- 
nesota State and American Medical Associations. He 
was also a member of Sigma Xi. 

Dr. Conner married Pana Charlotte Adamson, June 
18, 1902. He is survived by his widow and two daugh- 
ters, Mrs. J. Stuart McQuiston of Cedar Rapids, Iowa, 
and Mrs. H. C. Ochner of Indianapolis, Indiana. 
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HARRY LEE D’ARMS 


Dr. H. L. D’Arms of Hector, Minnesota, died Septem- 
ber 9, 1947 at the University Hospital. He was seventy- 
nine years old. 

Dr. D’Arms was born in Stillwater, Minnesota, May 
14, 1868. After ‘graduating from the Stillwater High 
School, he attended the medical department of the Uni- 
versity of Michigan in 1888. In 1891 he transferred to 
the University of Minnesota medical school, from which 
he graduated in 1892. After a year’s internship at the 
Minneapolis City Hospital, he practiced for five years 
at McKinley and Eveleth before going to Hector in 
1898. From 1910 to 1912 he served as.county coroner. 

On September 27, 1893, he married Maude O. Bearley 
of Minneapolis and both. lived to celebrate their golden 
wedding ‘in 1943. He is survived by his wife and two 
brothers. 

Dr. D’Arms was. an ardent worker for Hector and 
its community. In early days, he was organist for several 
churches in the town. In World War I, a boys and 
girls victory campaign was organized in Renville County 
with Dr. D’Arms as chairman. With the assistance of 
Mrs, D’Arms, more than their quota was raised. 

He was a member of the Camp Release County So- 
ciety, the Minnesota State and American Medical As- 
sociations. 


PAUL W. GAMBLE 


Dr. Paul W. Gamble, a member of the Gamble Clinic 
at Albert Lea, Minnesota, passed away September 14, 
1947, at the age of forty-nine. Death was due to cancer 
of the lung. His death followed that of his brother, J. 
Will Gamble, some six weeks previous who was also a 
member of the Gamble Clinic. 

Dr. Gamble was born July 25, 1898, in St. Paul. He 
graduated with a degree of B.S. from the University 
of Minnesota in 1922 and an M.D. in 1924. Internship 
was served at Abbott Hospital, Minneapolis, and the 
Ancker Hospital, St. Paul. 

In 1924, he began practicing in Albert Lea with his 
brothers, Will and Ross, in the Gamble Clinic. He was 
active in numerous religious, civic, fraternal, and pro- 
fessional organizations. He was a member of the First 
Baptist Church and served as the president of its Board 
of Trustees. He served one term as a member of the 
Albert Lea district school board, was a member of the 
Chamber of Commerce, the Rotary Club and a leader 
in the Shellrock district of the Boy Scouts of America. 
During World War I, he was in the Student Army 
Training Corps and belonged to the American Legion. 

In the past, he was president of the medical staff of 
Naeve Hospital and at the time of his death was a mem- 
ber of the planning board for the hospital addition now 
under construction. He was president of the Freeborn 

(Continued on Page 1304) 
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FOR BETTER NUTRITIONAL 


Impaired strength and poor general 
health in the aged, which have so 
erroneously become associated with 
senility, are in reality often due to 
no more than a state of subnutrition. 
Food dislikes, personal idiosyncrasies, 
masticatory difficulties, and digestive 
abnormalities are the usual contrib- 
uting factors. The use of an easily 
digested, nutritious food supplement 
can do much in preventing these nu- 
tritional deficiencies, and in giving 
new strength and vigor to patients 
well advanced in years. 


HEALTH IN THE AGED 


The delicious food drink made by 
mixing Ovaltine with milk is advan- 
tageously employed in augmenting 
the nutrient intake of the aged. This 
well rounded dietary supplement im- 
poses no digestive burdens, and pro- 
vides in generous amounts the very 
nutrients needed. Because of its low 
curd tension, it leaves the stomach 
quickly, and is easily digested. The 
table indicates its rational nutritional 
composition. Two or three glassfuls 
daily bring to full nutritional accepta- 

bility even a fair diet. ; 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Y2 02. of Ovaltine and 8 oz. of whole milk,* provide: 


CARBOHYDRATE... 
CALCIUM 


VITAMIN C... 
VITAMIN D... 
COPPER 


*Based on average reported values for milk. 








IN MEMORIAM 


(Continued from Page 1302) 
County Medical Society at the time of his death and 
a member of the Minnesota State and American Medical 
Associations. 
In 1924, Dr. Gamble married Jeanette B. Northam of 
Minneapolis who, with three children, survives. 


ALFONSO GRANA 

Word has been received of the death of Dr. Alfonso 
Grafia, which occurred on August 26, 1947, in Uruguay. 

Dr. Grafia was born June 3, 1912. He came to the 
Mayo Foundation in November, 1945, on a fellowship 
of the Guggenheim Memorial Foundation. Previous to 
this time he was an investigator for the Institute of Ex- 
perimental Medicine at Montevideo, Uruguay. While 
he was in Rochester Dr. Grafia studied at the Laboratory 
of Physiology at the Institute of Experimental Medicine. 
He left in July, 1946, to return to Uruguay. 


HOWARD ELMER JOHNSON 

Dr. Howard E. Johnson of Bird Island died from a 
heart attack, October 26, 1947, at the age of thirty-six. 

A native of Benson, Minnesota, Dr. Johnson practiced 
at Ortonville before locating in Bird Island four years 
ago. 

Dr. Johnson was secretary of the Renville County 
Medical Society and a member of the Minnesota State 
and American Medical Associations. He is survived by 
his wife and two children—Mary, aged five, and Francis, 
aged three. 


NIELAMBER C. JOSHIE 


Dr. N. C. Joshie, a native of India and a former fel- 
low at the Mayo Foundation, Rochester, Minnesota, was 
assassinated recently in India. 

He was born at Almora, India, in 1888. He received 
his medical degree from the Medical College of Lahore, 
Punjab University, India, in 1913. After serving intern- 
ships in Indian government hospitals from 1913 to 1917, 
he took a three-year fellowship in surgery at the Mayo 
Foundation. He returned to India in 1920, and it is 
reported he had planned the construction of a clinic at 
Dehra Dun in India when death came. 


EDWIN JOHN KEPLER 


Dr. E. J. Kepler, a member of the staff of the Mayo 
Clinic, was found dead aboard his cabin cruiser on Lake 
Pepin on October 20, 1947. 

Dr. Kepler was born January 22, 1894, in Erie, Penn- 
sylvania. He obtained a B.S. degree from Pennsylvania 
State College in 1916 and an M.D. degree from the Uni- 
versity of Minnesota in 1924. After interning at the 
Philadelphia General Hospital, he took a three-year 
fellowship at the Mayo Foundation. He became an 
Associate in a section of the Division of Medicine in 
the Mayo Clinic and an Assistant Professor of Medicine 
in the Mayo Foundation. 

Dr. Kepler was a member of the Olmsted-Houston- 
Fillmore-Dodge: County Medical Society, the Minnesota 
State and American Medical Associations. 

He is survived by his widow and two daughters. 





As you know, surfaces of glasses reflect light. 
This in turn, produces out-of-focus “ghost 
images.” These reflections interfere with the 
transmitted image light, reduce definition and 
contribute to eye strain. 


Usually this is considered the normal burden of 
a person who wears glasses. This need no longer 
be so. By application of our Low Reflection 

ns ting, most of these out-of-focus “ghost 
images” are converted into transmitted light, 
providing more transparent glass. 





Let’s see what this amounts to. 
Our Low Reflection Lens Coating, 
1. Reduces out-of-focus surface reflections 
75% to 90%. 
. Improves image definition. 


Increases transmission of light—more trans- 
parent glass. 





May-O.Lire Helps Solve Reflection Problem 


4. Hardens the lens surfaces—reducing sur- 
face scratching. 


5. Provides better vision—less eye strain. 


Developed for the armed services during the war 
as a means to improve image definition in mili- 
tary instruments, our Low Reflection Lens Coat- 
ing is now available to your patients. 

Explain this revolutionary new process to your 
next patient! It is available through most manu- 
facturing and dispensing opticians. Write for 
descriptive pamphlet and coated sample of glass, 
today. . 
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MUHLENBURG KELLER KNAUFF 


Dr. M. K. Knauff, of Saint Paul, passed away July 
17, 1947, at the Miller Hospital after an illness of six 
weeks, Muhlenburg Keller Knauff was born in Philadel- 
phia, Pennsylvania, on May 16, 1868. He was the son of 
Henry W. and Catherine Eliza (Keller) Knauff, with 
whom he came to Saint Paul in 1883. Here he completed 
his high school education and then returned to Philadel- 
phia University for his academic education. In 1895 he 
was graduated from the University of Minnesota Medi- 
cal School, and then served his internship at Ancker 
Hospital, Saint Paul. 

Dr. Knauff was associated with Dr. Bertram Sippy 
prior to serving in the Spanish American War as the 
Regimental Surgeon of the Ist Cavalry Division at Fort 
Keogh, Montana. On June 20, 1899, he was married to 
Anna Lillian Munson. In 1901 he practiced medicine 
and operated the hospital in Two Harbors, Minnesota. 
During this period he served two terms as the mayor of 
Two Harbors and during the severe outbreak of ty- 
phoid fever in 1912, he was instrumental in securing for 
the city a safe water supply. 

In 1914 he sold his hospital and with Mrs. Knauff 
went to Germany for further study. Later he went to 
England where he took postgraduate work in orthope- 
dics under Sir Robert Jones. He returned to Saint 
Paul and established a medical practice in which, he was 
active until May 27, 1947, when taken ill. 

In 1945 he was honored with the fifty-year club 
plaque. He was a member of Nu Sigma Nu Medical 
fraternity. He served generously on the out-patient staff 
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of Ancker Hospital and Wilder Charity Dispensary. 


Dr. Knauff was a charter member of the Reformation 
Church of Saint Paul and took an active part in all the 
activities of the church. He was also active in the Boy 
Scout work of the church, and at the time of his death, 
was a member of the Board of Directors of the North- 
western Theological Seminary of the United Lutheran 
Church of America. He was a member of the Spanish 
American War Veterans’ Wirth Bagley Post No. 2, 
Saint Paul. 

Dr. Knauff was especially fond of music and poetry. 
He had written poems as a hobby for many years and 
was a member of the League of Minnesota Poets. 

He is survived by his wife, Anna, and a sister, Mrs. 
Emily Marshall of Minneapolis. 


JAMES ROLLIN MANLEY 


Dr. James R. Manley, well known obstetrician and 
gynecologist of Duluth, passed away October 21, 1947, 
at the age of sixty-two. He had been elected first vice 
president of the Minnesota State Medical Association to 
take office in 1948. 

Born March 21, 1885, in Bellona, New York, Dr. Man- 
ley came to Duluth in 1891. He obtained his medical 
degree from the University of Minnesota in 1908 and 
interned at St. Mary’s Hospital, Duluth. After prac- 
ticing at Niagara, North Dakota, from 1909 to 1913, 
he took postgraduate work at the Chicago and New 
York Lying-In Hospitals. He also spent a year in 
Vienna in 1925. 
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Dr. Manley was a member of. the American College of 
Surgeons, the American Board of Obstetrics and Gyn- 
ecology, the Minnesota Obstetrical Society, the Inter- 
urban Academy of Medicine, the Central Association 
of Obstetricians and Gynecologists, and in 1937 was 
president of the St. Louis County Medical Society. He 
was also a former chief of staff of St. Luke’s and St. 
Mary’s Hospitals. In 1929, he was called to give a se- 
ries of lectures on obstetrics by the Universities of Ne- 
braska and Oklahoma. He was a member of the St. 
Louis County Medical Society, the Minnesota State and 
American Medical Associations. 


In 1910, Dr. Manley married Dorothy L. Lucke, who 
survives him. He is survived also by a daughter, Mrs. 
Jesse D. Bradley, and a son, James R. Manley, Jr., a 
brother, Howard G. Manley, and his father, R. F. Man- 
ley—all of Duluth, 


WILLIAM AUSTIN O'BRIEN 


Dr. W. A. O’Brien, Professor of Preventive Medicine 
and Health Education at the University of Minnesota 
Medical School and well known for his radio broadcasts 
and syndicated health articles, died suddenly of a cere- 
bral hemorrhage on November 15, 1947, at the age of 
fifty-four. 


Born in Fairbury, Illinois, February 28, 1893, Dr. 
O’Brien attended St. Bede college at Peru, Illinois, and 
Notre Dame University. He graduated from the St. 
Louis University Schoo] of Medicine in 1913 and in- 
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terned at Mt. St. Rose Hospital and St. John’s Hospital, 
both in St. Louis. 

He practiced medicine in Detroit; Michigan, and 
served from 1919 to 1921 with the Detroit Department of 
Health. During World War I he served as first lieu- 
tenant in the Army Medical Corps with the 15th Cav- 
alry at Fort Bliss, Texas. 

He did postgraduate work at the University of Min- 
nesota from 1921 to 1923 when he became an instructor 
in pathology. He became a full professor of Preventive 
Medicine and Health Education in 1940. 

Dr. O’Brien was a member of the Board of Directors 
of the American Cancer Society and president of the 
Minnesota branch. For fifteen years he had been a mem- 
ber of the Board of the Hennepin County Tuberculosis 
Association and had been chairman of the Association’s 
annual Christmas Seal Campaign for the past ten years. 

Dr. O’Brien married Dorathy Beharrell on March 3, 
1919, and to this union were born two children, William 
Austin, Jr:, and Margaret Jean. Mrs. O’Brien passed 
away on March 10, 1934. On November 28, 1935, he 
married Virginia Mary Benton of Minneapélis. 

He is survived by his wife, and six children, William 
Austin, Jr., Margaret Jean, Kathleen Ann, Patrick 
James, Michael Paul and Molly. 


HENRY W. REITER 


Dr. Henry W. Reiter of Shakopee, Minnesota, died 
October 30, 1947, at the age of eighty-three. 
Dr. Reiter was born November 15, 1863, at Rockville, 
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Minnesota. Graduating from the State Normal Col- 
lege at St. Cloud in 1889, he taught school for a year 
before attending the University of Minnesota medical 
school where he graduated in 1893. He practiced in 
Clara City and Kerkhoven from 1894 to 1897, then 
located at Shakopee. 

Dr. Reiter served as a member of the Shakopee Board 
of Education, was city health officer at different times, 
and was coroner from 1914 until last year. During 
World War I, he was chairman of the local draft board. 

In 1904, Dr. Reiter married Anna Mary Marschall, 
who died several years ago. They had no children. 

Dr. Reiter was a member of the Scott-Carver County 
Medical Society, the Minnesota State and American 
Medical Associations. 


ROBERT E. MORRIS 


Dr. R. E. Morris, a physician on the staff of Mineral 
Springs Sanatorium at Cannon Falls since May, 1947, 
died at Colonial Hospital, Rochester, October 25, 1947, 
at the age of thirty-two. 

Dr. Morris is survived by his wife and two sons, 
Robert Earl and John. 


ROOD TAYLOR 


Dr. Rood Taylor, well-known pediatrician of Min- 
neapolis, passed away on May 2, 1947. Dr. Taylor had 
retired ‘from active practice some time ago. 


Rood Taylor was born May 12, 1885, at Columbia, 





South Dakota. He received his M.D. degree from the 
University of Michigan in 1910 and interned from 1910 
to 1912 at the Northern Pacific Hospital in Brainerd, 
Minnesota. From 1914 to 1917, he was a teaching fellow 
in pediatrics at the University of Minnesota Medical 
School and received the degree of Ph.D. in Pediatrics 
from.the University of Minnesota in 1917. He became 
an associate in pediatrics at the Mayo Clinic in July, 
1917, and left in February, 1919, to practice pediatrics 
in . Minneapolis. He was an associate professor of 
pediatrics at the University of Minnesota. 

Dr. Taylor, before his retirement, was a member of 
the Hennepin County Medical Society, the Minnesota 
State and American Medical Associations, the American 
Pediatric Society, Phi Beta Pi, and Sigma Xi medical 
fraternities. 


HENRY EDWARD WUNDER 


Dr. H. E. Wunder, recently Medical Director of Mud- 
cura Sanatorium at Shakopee, died in October while 
visiting a daughter in Milwaukee. He was seventy- 
seven years of age. 

Born in Ohio, June 2, 1869, Dr. Wunder settled in 
Ely, where for twenty years he was physician for the 
Oliver Iron Mining Company. He then moved to Duluth 
where he practiced until the late twenties. 

He was a former member of the Scott-Carver County 
Medical Society and the Minnesota State and American 
Medical Associations. 
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+ Reports and Announcements ¢ 





AMERICAN COLLEGE OF SURGEONS 

The American College of Surgeons will hold six sec- 
tional meetings, one of which will be at the Nicollet 
Hotel, Minneapolis, March 15 and 16, 1948. These meet- 
ings are open not only to members but to the medical 
profession at large and to hospital personnel. Addresses 
and panel discussions will be held daily on subjects in 
each field of surgery by authorities in the various spheres. 
Headquarters are at 40 E. Erie Street, Chicago 11, II- 
linois. 


ARMY INTERNSHIPS AND RESIDENCES 


The Army in 1948 is offering 200 rotating internships, 
open to recent graduates. Pay schedules and allowances 
will be those of a first lieutenant. 

There will also be 350 residences for periods of one, 
two, and three years in the various specialties. These 
will be available in the various Army General Hospitals 
to regular Army medical officers or applicants for the 
regular Army who are graduates of approved medical 
schools and have had a year of rotating internship in an 
approved hospital. 

The Technical Information Officer in the office af the 
Surgeon General, Washington, D.C., may be contacted 
for further information. 


CHICAGO MEDICAL SOCIETY 


The Chicago Medical Society will hold its Fourth 
Annual Clinical Conference at the Palmer House, Chi- 
cago, on March 2, 3, 4 and 5, 1948. 


This Conference represents an intensive four-day 
postgraduate course for the general practitioner and 
specialist with leading teachers from all over the United 
States. 


The morning and afternoon lectures, the panel dis- 
cussions, the clinicopathologic conference and the round- 
table discussions each noon will cover newer methods 
of diagnosis and treatment which will be of interest to 
all physicians. The scientific and technical exhibits. will 
be of the highest quality and attractively presented. 


The Chicago Medical Society is extending all physi- 
cians a most cordial invitation to come to Chicago for 
the Conference. Reservations should be made direct 
with the Palmer House. 


MEDICAL SOCIAL SERVICE 


A continuation course in medical social service, open 
to all members of the American Association of Medical 
Social Workers and practicing workers in the field, was 








Safeguard Your 


Professional Reputation 


USE MERCHANDISE OF DEPENDABLE QUALITY 
—SURGICAL INSTRUMENTS 
—SPECIALTIES 
—EQUIPMENT 


Patterson Surgical Supply Company 


103 EAST FIFTH STREET. SAINT PAUL, MINNESOTA 
Phone—CEdar 1781-2-3 








MINNESOTA MEDICINE 








REPORTS AND ANNOUNCEMENTS 








PINE-AIRE is ideal for your 
winter vacation. It is located 
right on the water’s edge of 
the Gulf of Mexico, 26 miles 


and cuisine. Our select clien- 
tele is made up of members of 
the professional group who 
appreciate the utmost in fine 





from Ft. 


FLORIDA 
HOLIDAY 





Myers. 
your doorstep ... 
fishing. Wonderful climate. 

We specialize 


PINE-. AIRE LODGE 


Bathing at 
excellent 


living. 
Send for descriptive folder 
to PINE-AIRE LODGE, Pine- 


in comfort land, Lee County, Florida. 


Gulf. of. Mexico 








held at the University of Minnesota Thursday, Friday 
and Saturday, November 20, 21 and 22, 1947. 

With the increasing use of the consultation process 
as a technique used by all medical social workers, the 
subject selected for discussion was “The Consultation 
Process in the Field of Medical Social Work.” 

Leading the discussion was Mrs. Elizabeth E. Payne, 
associate professor of the graduate school of social 
work at the University of Southern California. In ad- 
dition, several members of the group attending presented 
their own material on consultations in the fields of public 
assistance programs, public health or medical programs, 
federal or state hospitals and private hospitals or clinics. 


MICHIGAN POSTGRADUATE CLINICAL INSTITUTE 


The second annual Michigan Postgraduate Clinical 
Institute will be held at the Book-Cadillac Hotel, Detroit, 
Wednesday, Thursday and Friday, March 10, 11 and 12, 
1948. Forty-nine outstanding clinicians and lecturers will 
present a concentrated three-day postgraduate course 
covering the newest developments in medicine, surgery, 
obstetrics, pediatrics, dermatology, ophthalmo-otolaryng- 
ology and general practice. 

Two evening sessions will be held, the Wednesday 
night presentation being a “question box” and _ the 
Thursday evening program being a panel discussion on 
“First Aid to the Acutely Injured Patient.” 

All members of the American Medical Association 
and of the Canadian Medical Association are cordially 
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invited to attend the Michigan Postgraduate Clinical In- 
stitute. No registration fee. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 
1948 ESSAY CONTEST 


The eighth annual essay contest of the Mississippi 
Valley Medical Society will be held in 1948. The society 
will offer a cash prize of $100, gold medal, and a 
certificate of award for the best unpublished essay on 
any subject of general medical interest (including 
medical economics and education) and practical value 
to the general practitioner of medicine. Certificates of 
merit may also be granted to the physicians whose 
essays are rated second and third best. Contestants 
must be members of the American Medical Association 
who are residents of the United States. The winner 
will be invited to present his contribution before the 
thirteenth annual meeting of the Mississippi Valley Medi- 
cal Society to be held in Springfield, Illinois, September 
29, 30, October 1, 1948, the society reserving the exclu- 
sive right to first publish the essay in its official pub- 
lication, the Mississippi Valley Medical Journal (incor- 
porating the Radiologic Review). All contributions shall 
be typewritten in English in manuscript form, submitted 
in five copies, not to exceed 5,000 words, and must be 
received not later than May 1. 1948. The winning essay 
in the 1947 contest appears in the January, 1948, issue 
of the Mississippt Valley Medical Journal (Quincy, Il- 
linois). 

Further details may be secured from Harold Swan- 
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Technical exhibits on the newer drugs and equipment. 
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come again in 1948. If you have not yet attended, you should make 
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berg, M.D., Secretary, Mississippi Valley Medical So- 
ciety, 209-224 W. C. U. Building, Quincy, Illinois. 


MINNESOTA SOCIETY OF 
NEUROLOGY AND PSYCHIATRY 


The regular meeting of the Minnesota Society of 
Neurology and Psychiatry was held at the Town and 
Country Club in Saint Paul on the evening of Novem- 
ber 18, 1947. 


Following dinner at 6:30 p.m., the scientific program 
was presented, consisting of two inaugural theses. Dr. 
Clifford O. Erickson, Minneapolis, presented as his thesis, 
“Psychoses Arising in Combat,” while Dr. Philip K. Arzt, 
Saint Paul, spoke on “Electroencephalogram Findings in 
Central Nervous System Disease.” 


MINNESOTA SOCIETY OF ANESTHESIOLOGISTS 


On August 30, 1947, the Minnesota Society of 
Anesthesiologists was formed. The following officers 
were elected: Ralph T. Knight, M.D., Minneapolis, 
president; T. Harry Seldon, M.D., Rochester, vice presi- 
dent; Frank Cole, M.D., Duluth, secretary-treasurer. 
All physicians interested in anesthesiology are invited to 
apply for membership in this society. Address such ap- 
plications for membership to Frank Cole, M.D., chair- 
man, Membership Committee, St. Mary’s Hospital, 
Duluth. 


1310 


SOUTHWESTERN MINNESOTA 
MEDICAL ASSOCIATION 


The 1947 annual meeting of the Southwestern Min- 
nesota Medical Association was held at Worthington on 
October 28. 

Principal speaker at the evening meeting was Dr. 
Clarence Dennis, professor of surgery at the University 
of Minnesota Medical School, who talked on “Small 
Bowel Obstructions.” 

Dr. F. L. Schade, Worthington, was elected president 
of the association, while Dr. John Lohmann, Pipestone, 
was named president-elect. Dr. Gerrit Beckering, Edger- 
ton, was elected vice president, and Dr. B. O. Mork, Jr., 
Worthington, was re-elected secretary-treasurer. Named 
to the board of delegates were Dr. Schade and Dr. S. A. 
Slater, Worthington, with Dr. Lohmann and Dr. Mork 
as alternates. Dr. C. L. Sherman, Luverne, and Dr. 
W. A. Piper, Mountain Lake, were chosen members of 
the board of censors. 


WRIGHT COUNTY SOCIETY 


The annual meeting of the Wright County Medical 
Society was held at the home of Dr. John Catlin in 
Buffalo on October 7. A scientific program was pre- 
sented in the afternoon, followed by a banquet at six 
o'clock and election of officers of the society. 

Dr. Hartwig Roholt, Waverly, was elected president; 
Dr. Vincent Ryding, Howard Lake, vice president, and 
Dr. John Catlin, Buffalo, secretary-treasurer. Twenty- 
two physicians attended the meeting. 
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+ Woman’s 


Auxiliary + 





EMBERS of the Medical Auxiliaries are deeply 

shocked to learn of the death of Dr. Wm. A. 
O’Brien. His friendly smile and talks will be missed by 
all. 


Olmsted-Houston-Fillmore-Dodge 


Members of the Olmsted-Houston-Fillmore-Dodge 
County Medical Auxiliary held their November meeting 
at the Mayo Foundation House. Miss Eleanor Smith, 
science instructor at the Kahler School of Nursing, led 
a discussion on “present-day problems of the nursing 
profession.” “Raise the nurses’ status,” suggested Miss 
Smith. “By making the professional status of nursing 
more attractive, the present shortage of nurses will be 
eased,” she said. 

Mrs. W. A. Merritt of Rochester presided over the 
meeting and Mrs. A. B. Hagedorn poured. 


On Tuesdays and Fridays members meet at the home 





of Mrs. M. S. Henderson in Rochester, and work on 
cancer dressings. 


Redwood-Brown 


The Redwood-Brown County Medical Society and 
Auxiliary entertained the Blue Earth and Nicollet Coun- 
ty Societies on October 22 at New Ulm. After a dinner 
served at Turner Hall, the Auxiliaries enjoyed a pro- 
gram which included a talk by Mrs. Carl Fritsche on 
her recent trip to Alaska. 


Renville County 


The members of Renville County Auxiliary were en- 
tertained at a turkey dinner when the doctors met for 
their annual meeting at Hector on November 11. Guest 
speaker for the evening was Dr. W. A. Hanson of 
Minneapolis. While the doctors held their business 
meeting, members of the Auxiliary were entertained at 
the home of Dr. and Mrs. R. E. Erickson, Several sub- 
scriptions to Hygeia were taken. 
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o Of General Interest ¢ 





Dr. L. M. Klefstad, formerly of the More Clinic in 
Eveleth, has opened an office for the practice of medicine 
in Greenbush. 

* * * 

In the middle of October, Dr. J. J. Stratte arrived in 
Isle to open offices for the practice of: medicine. Dr. 
Stratte formerly practiced in Page, North Dakota. 

* * * 

Dr. Clyde Undine, Minneapolis, attended the regional 
meeting of the American College of Physicians, held at 
Milwaukee on November 14 and 15. 

* * * 

Speaker at a meeting of the Blue Earth County Medical 
Society in Fairmont on November 20 was Dr. J. H. 
Tillisch, Rochester, who discussed “Medical Observa- 
tions in the Orient.” 

* * * 

At the annual meeting of the New England Patho- 
logical Society in Boston on November 20, Dr. J. W. 
Kernohan, Rochester, presented a paper entitled 
“Mechanical Effects of Expanding Intracranial Lesions.” 

* * * 

“Treatment of Injuries of the Peripheral Nerve” was 
the title of a paper presented by Dr. W. M. Craig, 
Rochester, at a meeting in Boston, November 15, of the 
Association of Military Surgeons. 

* * * 

Word has been received that Dr. W. L. Benedict, 
Rochester, has been elected executive secretary-treasurer 
of the American Academy of Ophthalmology and Oto- 
laryngology. 

oes 

“Film Identification” was the title of an address giv- 
en by Dr. A. L. Abraham, Duluth, at a meeting of the 
Arrowhead Society of X-Ray Technicians on Novem- 
ber 12 at St. Luke’s Hospital, Duluth. 

* oe * 

First president of the Marshall Community Chest is 
Dr. J. E. Murphy, Marshall, who was elected to office 
at the initial meeting of the new organization on Oc- 
tober 9. 

* * * 

During the last week of October, Dr. W. L. Herbert, 
(Columbia Heights) Minneapolis, journeyed to Omaha, 
Nebraska, to attend a medical meeting and to visit rela- 
tives in that city. 
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Dr. Neill F. Goltz has become associated with Dr. 
A. W. Hilger and Dr. Jerome A. Hilger in the practice 
of otolaryngology and broncho-esophagology, with offices 
at 444 Lowry Medical Arts Building, Saint Paul. 

x * * 

Formerly with the Mesabi Clinic in Hibbing, Dr. 
Frederick Phillips has moved to Mora and become as- 
sociated in practice with Dr. W. F. Nordman of that 
city. 

* * * 

Heart diseases and the Heart Hospital were discussed 
by Dr, E. D. Anderson, Dr. M. J. Shapiro, and Dr. Paul 
Dwan at a meeting of the Minneapolis Junior League on 
November 3. 

* * * 

Dr. Harry B. Zimmermann, Saint Paul, was elected 
president of the Western Surgical Association at its 
meeting in Colorado Springs early in December. Dr. 
Zimmermann has been the association’s recorder for 
several years. He is succeeded in that office by Dr. 
Michael L. Mason, Chicago. 

es a 

The University of Louisville honored Dr, J. E. McCoy, 
Thief River Falls, in October, by presenting him with 
a certificate commemorating his fifty years of service 
to the medical profession. Dr. McCoy was graduated 
from the school in 1897. 

ee @ 

In Little Falls, Dr. G. M. A. Fortier has moved from 
his former offices into a new one-story office building 
upon which construction began last June. The new 
structure has a waiting room and four consultation rooms 
for examination and treatment. 

** ss 

Dr. E. J. Huenekens, Minneapolis, has resigned as 
medical director of parent counsel clinics for the Com- 
munity Health Service and has been replaced by Dr. 
Edward Dyer Anderson, Minneapolis, pediatric psychi- 


atrist. 
eo. @ 


A fellowship in pediatrics at the University of Wiscon- 
sin has been awarded to Dr. Edward Zupanc, former 
resident of Gilbert, who is completing an internship at 
St. Luke’s Hospital in Duluth. A graduate of the Uni- 
versity of ,Minnesota Medical School, Dr. Zupanc will 
begin the fellowship in January, 1948. 
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The final organization meeting of the Minnesota Heart 
Association, Inc., was held November 1 in Hotel Lowry, 
Saint Paul. Elected as president of the organization was 
Dr. Paul F. Dwan, Minneapolis, while Dr. L. F. Rich- 
dorf, Minneapolis, was named first vice president. 

*x* * * 

In Austin on November 1, Dr. Paul A. Robertson 
moved into new office quarters on the second floor of a 
building housing the Holtz Drug Store. Dr. Robertson’s 
former office location has become part of the studio of 
the Cedar Valley Broadcasting Company. 

* * * 


After practicing for a year and a half at Evansville, 


Dr. Gordon Paulson has moved to Panama to become ~ 


resident physician at Gorgas Hospital and to take a special 
course in patholology. Before the war he interned at 
Gorgas Hospital. 

* * OK 

A former Thief River Falls physician, Dr. William W. 
Johnstone returned to the United States in September 
after spending a year in Africa with the Sudan Interior 
Mission. He visited friends in Thief River Falls early 
in October. * 

* * * 

Two meetings attended during October by Dr. Charles 
W. Vandersluis, Bemidji, were the annual meeting of the 
Interstate Postgraduate Association of North America, 
held in St. Louis, Missouri, and a meeting of the execu- 
tive committee of the Minnesota Heart Association in 
Saint Paul. 
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Among the Minnesota physicians who attended the 
International Medical Assembly held October 14 to 17 
in St. Louis, Missouri, were Dr. C. G. Sheppard, Hutch- 
inson, and Dr. John Gridley, Glencoe, who drove to St. 
Louis together on October 13. 

x * x 

Among the speakers at the annual meeting of the 
American Cancer Society, held October 27 in New York 
City, were Dr. John J. Bittner, University of Minnesota 
Medical School, and Dr. C. P. Oliver of the University 
of Texas, formerly of the University of Minnesota. 

* * * 

Principal speaker at a meeting of the Red River. Val- 
ley Medical Society, held in Thief River Falls on Oc- 
tober 28, was Dr. Francis W. Lynch, Saint Paul, who 
talked on recent advances in the treatment of skin dis- 
orders. 

x * * 

Dr. Leo G. Rigler, chief of radiology and physical 
therapy at the University of Minnesota, presented the 
seventh annual Pancoast lecture at the University of 
Pennsylvania, Philadelphia, on November 6. His sub- 
ject was “The Limitation of Roentgen Diagnosis.” 

* * * 

Chest clinics were held in Owatonna on October 27 and 
in Austin on November 12 by Dr. Karl J. Pfuetze, super- 
intendent and director of Mineral Springs Sanatorium, 
for former patients of the sanatorium and other interest- 
ed local residents. Mantoux tests were administered with- 
out charge to all volunteers. 
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Diagnosis and symptoms of rheumatic fever were dis- 
cussed by Dr. Evelyn Harris, medical director of the 
Diagnostic Clinic for Rheumatic Fever, at a meeting in 
Saint Paul on October 31 attended by public and paro- 
chial school nurses and county and family nursing serv- 
ice nurses. 

* * * 

During the week of November 17, the Los Angeles 
Urologic Society at its Postgraduate Study Course 
heard Dr. J. R. McDonald, Rochester, present five pa- 
pers entitled “Tumors of the Kidney,” “Tumors of the 
Testis,” “Carcinoma of the Urinary Bladder,” “Carcino- 
ma of the Prostate Gland” and “Cancer Cells in Urinary 
Sediment.” 

* * * 

Two Mayo Clinic physicians, Dr. E. D. Bayrd and 
Dr. C. G. Morlock, presented papers at the November 
11 meeting of the Iowa Division of the American Cancer 
Society in Des Moines, Iowa. Dr. Bayrd’s paper was 
entitled “Therapeutic Use of Radioactive Isotopes,” 
while Dr. Morlock’s subject was “Cancer of the 
Stomach.” 

* * * 


Authors of an article in a recent issue of Radiology, 
publication of the Radiological Society of North Ameri- 
ca, are Dr. Leo G. Rigler and Dr. G. M. Kelby of the 
Department of Radiology and Physical Therapy at the 
University of Minnesota Hospitals. Their article de- 
scribes an early x-ray sign indicating the presence of 
bronchogenic cancer. 

x * * 


Dr. Bertha Van Hoosen, who was born in Rochester 
eighty-four years ago, is the author of a recently pub- 
lished book, Petticoat Surgeon. Educated at the Uni- 
versity of Michigan, Dr. Van Hoosen has spent most of 
her professional life in Chicago since 1892 and has 
taught obstetrics, gynecology and embryology at Illinois, 
Northwestern and Loyola Universities. 

* * * 


Announcement has been made that Dr. Roy T. Pear- 
son has become associated with his brother, Dr. B. F. 
Pearson in the general practice of medicine in Shakopee. 
Following his graduation from the University of Min- 
nesota, Dr. Roy T. Pearson served in the navy in the 
Pacific, then returned after his discharge to take post- 
graduate work at the University Hospitals. 

x * * 


Founder of the first consumer-controlled hospital and 
clinic in the United States, Dr. Michael A. Shadid, Elk 
City, Oklahoma, was in Duluth on November 10 to speak 
to committeemen and solicitors of the Arrowhead Health 
Center, Inc. The health center has established new 
headquarters in Webber Hospital, which it has con- 
tracted to purchase for $100,000, and intends to offer 
various health services under a special membership plan. 

* * cs 


A new addition to the staff of the Bratrud Clinic in 
Thief River Falls is Dr. John Lehman, formerly of 
Glendive, Montana, who joined the clinic early in Oc- 
tober. After graduating from the University of Minne- 
sota in 1943, Dr. Lehman served his internship at Miller 
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OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 
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Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
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The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 


Recreational and occupational therapy. 


L. R. Gowan, M.D. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Psychiatrists in Charge 
L. E. Schneider, M.D. 








Hospital, Saint Paul, and later held a fellowship in 
ophthalmology, after which he was associated in private 
practice with Dr. Frank E. Burch, Saint Paul. 

x * * 

New member of the staff of the Mankato Clinic is 
Dr. J. Donald Sjoding, who recently completed a three- 
year fellowship in otolaryngology and broncho-esophag- 
ology at the University of Minnesota Hospitals. 

After graduating from the University of Minnesota in 
1942, Dr. Sjoding served for two and a half years in the 
medical corps of the army air forces, fifteen months of 
the period in the India-Burma theater. 

* * * 

A graduate of the University of Minnesota Medical 
School in 1929, Dr. Frank P. Light has been appointed 
chief of the Department of Obstetrics and Gynecology 
of Long Island College Hospital, succeeding Dr. Alfred 
C. Beck, who recently resigned. Dr. Light joined the 
teaching staff of the Long Island College of Medicine 
in 1935 and was appointed clinical professor of ob- 
stetrics and gynecology in 1946. 

sae 

Resignation of Dr. Edwin J. Simons, Swanville, as 
chief of the medical services unit of the State Division 
of Social Welfare, was announced on October 21. Dr. 
Simons has resumed his practice at Swanville, where 
he has been located since his graduation from the Uni- 
versity of Minnesota in 1925. 

In 1940 Dr. Simons was named a member of the 
state-wide medical advisory committee of the Division of 
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Social Welfare, and he served in that capacity until 
January 1, 1942, when he was named chief of the med- 
ical services unit. In 1946 he was president of the 
Minnesota State Medical Association. 

es * 

Recently named chief medical consultant for Europe 
of the International Children’s Emergency Fund of the 
United Nations, Dr. H. F. Helmholz, Rochester, is now 
in Paris where he is helping to organize and direct a 
European technical staff of pediatricians, nutritionists, 
nurses and child welfare consultants in the work of child 
feeding, health and welfare. Dr.’ Helmholz has been 
granted a year’s leave of absence from the Mayo Clinic 
to carry out the European assignment. 

. «3 

Speaking at a tuberculosis continuation course at the 
University of Minnesota on October 30, Dr. Percy T. 
Watson, director of local health services in the State 
Board of Health, declared that the health of Minnesota’s 
24,000 Indians and Mexicans was periled by a Federal 
cut in tuberculosis control funds. Because $30,000 was 
removed from Federal appropriations, the state sana- 
torium at Walker was being forced to turn away many 
Indians with active tuberculosis, Dr. Watson said. 

-_ 

Vice chairman of the newly organized Lake County 
Advisory Health Council is Dr. Ralph Papermaster, 
Two Harbors, who was elected to office at a meeting 
held in Two Harbors on October 7. The newly formed 
organization will promote individual and community 


1315 





OF GENERAL INTEREST 





Government Surplus 


STERILIZERS 


AMERICAN 20” x 20” x 24” 
“COPPER — NICKEL PLATED” 


$7500 


Cost Government $385.00 


Complete with Floor Stand, Baskets, and 
Hydraulic Foot Lift 
Only 38 Units 


Midwestern Machinery Co. 


1124 lst National Soo Line Bldg. 
Minneapolis, Minn. LI. 7561 














AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 

















health, co-operating with officials and agencies interested 
in public health, co-ordinating the school health prograin 
with the community program, and interpreting the health 
program to the community. 

s¢ ¢ 

Physical examinations were done on 127 crippled chii- 
dren at an orthopedic clinic held October 25 in Crook- 
ston. At the clinic, which was under the sponsorship of 
the Red River Valley Medical Society auxiliary, physi- 
cians examined the following numbers of children from 
eleven northwestern counties: Polk, 37; Marshall, 27; 
Pennington, 12; Red Lake, 8; Roseau, 10; Kittson, 8; 
Norman, 17; Mahnomen, 8; Clearwater, 3; Clay, 1, and 
Becker, 2. 

*x* * * 

At the annual dinner meeting of the medical faculty 
of the University of Minnesota, held in Coffman Me- 
morial Union on November 6, Dr. Victor H. Johnson, 
director of the Mayo Foundation at Rochester, was the 
principal speaker. Significant developments in the medi- 
cal school during the past year were reviewed at the 
meeting, and an outline of future plans was discussed. 
New medical faculty members were introduced and wel- 
comed at a reception after the dinner. 

* * * 


Four papers were presented by Dr. M. B. Dockerty, 
Rochester, at a postgraduate course on tumors held in 
Galveston, Texas, in November, by the Department of 
Pathology, the John Sealy Hospital Tumor Clinic and 
the Postgraduate Division of the School of Medicine of 
the University of Texas. The four papers were en- 
titled “Malignancies of the Breast,” “Carcinoma of the 
Cervix and Fundus Uteri,” “Carcinoma of the Fallopian 
Tubes and Ovaries” and “Tumors of the Salivary 
Gland.” ; 

* * * 

“Dr. Hagen Day” was celebrated on November 16 
when residents of Butterfield and the surrounding area 
gathered to honor Dr. O. E. Hagen, seventy-six-year-old 
physician who has practiced in Butterfield for forty- 
four years. Plans for the occasion were worked out by 
representatives of the village churches, council, school 
board, community club and school faculty. A special 
program was held in the local high school auditorium 
in the afternoon, and tribute was paid to Dr. Hagen for 
his many years of work in the field of medicine. 

* * * 

Announcement has been made that Dr. S. C. G. Oel- 
jen, Waseca, has been certified by the American Board 
of Ophthalmology and will remain in Waseca, limiting 
his practice to ophthalmology. A graduate of the Uni- 
versity of: Minnesota, Dr. Oeljen has also studied at 
Columbia University, New York City, at George Wash- 
ington University, Washington, D. C., and at the Chi- 
cago Eye, Ear, Nose and Throat Hospital. He has taken 
postgraduate work in Vienna, Austria, under ophthal- 
mologist Dr. Adalbert Fuchs. 

* * * 

One of sixty prominent Ripon College (Wisconsin) 
alumni to receive citations at the college’s pre-centennial 
celebration November 1, Dr. J. Allen Wilson, Saint Paul, 
was honored by the college for his work in the field of 
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medicine. A graduate of the college in 1922, Dr. Wilson 
began practicing medicine in Saint Paul in 1930. During 
the war he served in the navy, being discharged in 1946 
with the rank of captain. At present he is a clinical 
instructor in medicine at the University of Minnesota and 
a consultant in medicine at the Veterans Hospital. 

oe + 


A former resident of Ivanhoe, Dr. Arthur R. An- 
drejek became associated with the Madison Clinic on 
October 1. After graduating from the University of 
Minnesota in 1946, Dr. Andrejek served a sixteen-month 
internship at Henry Ford Hospital, Detroit, Michigan, 
then took postgraduate work in obstetrics and gyne- 
cology for four months before moving to Madison. In 
addition to Dr. Andrejek, the staff of the Madison Clinic 
now includes Dr. Walter N. Lee, Dr. Magnus West- 
by and Dr. Nels Westby. 


* * * 


As the fifth son of Dr. W. F. C. Heise to enter medical 
practice with his father in Winona, Dr. Phillip R. Heise 
joined the staff of the Heise Clinic on November 3. The 
unique medica] family became complete on that date, with 
father and five sons in practice together. 

Dr. Phillip Heise was graduated from the University 
of Arkansas, served his internship at Baptist Memorial 
Hospital in Memphis, Terinessee, spent three years in the 
army medical corps, then took postgraduate work in ob- 
stetrics and gynecology at St. Barnabas Hospital, Min- 
neapolis, and John Gaston Hospital, Memphis, before 
returning to Winona to join his brothers and father at 
the Heise Clinic. 

* * * 


The U. S. Army and Air Force require 30,000 re- 
cruits monthly to maintain personnel to man occupation 
areas, to train for national defense, and to conduct re- 
search and development programs. 

The Army and Air Force offer unusual opportunities 
for interesting careers or for training for future civilian 
jobs. Enlisted men are entitled to compete for officer’s 
training schools; all personnel may advance their educa- 
tion by enrolling in any of the hundreds of courses of- 
fered by the U. S. Armed Forces Institute; pay is high; 
thirty days of vacation are allowed. 

Further information may be obtained from the 
Military Personnel Procurement Service, Room 5D675, 
Pentagon Building, Washington 25, D. C. 

ee © 


Valuable clinical and research data often remain un- 
published because a physician does not have time or 
facilities for checking and editing a manuscript. Sub- 
mission of manuscripts can thus be delayed and an 
author’s productivity limited. Available now to ease the 
burden of the physician-writer are the services of an or- 
ganization called Manuscript Service, Inc. 

Located at 6432 Cass Avenue, Detroit 2, Michigan, 
Manuscript Service, Inc. will provide abstracts of litera- 
ture, compile data from the literature, suggest methods 
of assembling or compiling author’s material, suggest 
organization of manuscripts, design tables and charts, 
verify references, check bibliographies, and compile in- 
dexes. 
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The Ward Burdick medal of the American Societ 
of Clinical Pathologists was awarded to Dr. Charles 
Sheard, Rochester, at a meeting of the society in Chi- 
cago, October 28. The citation was made to Dr. Sheard, 
who is director of the division of biophysical research 
at the Mayo Clinic and professor of biophysics in the 
Mayo Foundation, in recognition of his contributions to 
the theoretical, experimental and instrumentational devel- 
opments in the field of spectroscopy, photelometry and 
spectrophotometry. 

At a November meeting in Chicago, the American 
Academy of Ophthalmology and Otolaryngology elected 
Dr. Sheard to honorary fellowship in recognition of his 
contributions to theoretical and applied physiological 


optics. 
* * * 


November 7 was the one hundredth anniversary of 
the acceptance of Elizabeth Blackwell as the first woman 
medical student in the United States. 

Eleven medical schools had refused admission to 
Elizabeth Blackwell in 1847 when the Geneva, New York, 
Medical School finally accepted her, more or less as an 
experiment, after a vote of the student body. She was 
graduated with high honors, the first woman physician 
in the country. 

At present there are approximately 8,000 women physi- 
cians in the United States, with 518 licensed in Minne- 
sota as of June 1, 1947. Of sixty-nine approved medical 
schools, the AMA reported in 1946, only three refuse to 
accept women as students. At the University of Min- 
nesota Medical School, each class of 100 now has an 
average of ten women students. 


* * * 


During October and November, twelve rural school 
health clinics were held in Goodhue County to give 
rural school children the same health benefits that are 
available in town and city schools. 

Physicians of Goodhue County traveled to twelve rural 
schools to inoculate children for smallpox and diph- 
theria and to administer Mantoux tests. 

This year’s series of clinics was the third held since 
1942 when Goodhue County established the first rural 
school health clinic of its kind in the country. Cost of 
the clinics was about fifty cents per child, and county 
officials estimated that more than 1,500 children took ad- 
vantage of the voluntary checkup this year. 

The clinics are sponsored jointly by the county agent’s 
office, the county Farm Bureau Federation, the county 
rural schools, and the local physicians. 


* * * 


Rural counties in Minnesota have only one-fourth as 
many physicians for every 1,000 persons as the state’s 
more urban counties, it was pointed out recently. in a 
study published by the Minnesota Agricultural Experi- 
ment Station. 

The survey indicates, however, that urban centers 
provide medical service for rural people, so the ratio 
is not as disturbing as it might seem. 

Distribution of physicians in Minnesota counties va- 
ries from one for every sixty-three persons in Olmsted 
County, home of the Mayo Clinic, to one physician for 
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every 4,129 persons in Cass County. Hennepin County 
(Minneapolis) has 480 persons per physician; Pine 
County has 3,068. 

In addition, counties having less than five physicians 
to serve their entire area are Cook, Lake of the Woods, 
Hubbard, Clearwater, Kanabec, Traverse, Red Lake, 
Kittson and Mahnomen. 


* * * 


With the addition of a general practitioner to its 
medical faculty, the University of Minnesota Medical 
School is attempting to strike a better balance between 
the two approaches to medical work, specialization and 
general practice. 

In line with a growing interest in general practice dis- 
played by both undergraduate and graduate students, 
the Medical School has secured the services of Dr. 
Thomas E. Eyres, a general practitioner at Pequot Lakes 
for nine years, to put a greater emphasis on medical 
training for that type of work. 

For the next year Dr. Eyres will conduct a three-point 
program: (1) give advice to medical students who plan 
to enter general practice, (2) assist in arranging continu- 
ation study courses for general practitioners, and (3) 
compile reports on characteristics of teaching in rela- 
tion to needs of the general practitioner. In addition, dur- 
ing winter and spring quarters, Dr. Eyres plans to teach 
an elective course on general practice to senior medical 
students. 

¢ = @ 

Public health administration in Minneapolis was at- 
tacked by Dr. Gaylord W. Anderson, director of the 
University of Minnesota School of Public Health, in a 
speech made at a Health Action Committee executive 
board meeting in Minneapolis, October 22. 

Dr. Anderson stated that failure to adopt modern 
methods of public health administration is costing the 
people of Minneapolis a heavy price in sickness and 
money. He accused the city of (1) unwillingness to 
unify health administration on a joint city-county basis, 
(2) too much dependence on charitable voluntary agencies 
for doing essential anti-disease jobs, (3) keeping pub- 
lic health work under the board of public welfare, pri- 
marily a relief-administering agency, and (4) failing 
to change public health emphasis from infectious dis- 
eases to today’s major problems, such as cancer, heart 
disease, mental illness. 

Urging the city to drop its horse-and-buggy-age meth- 
ods, Dr. Anderson advocated the setting up of a separate 
public health department with a chief health officer 
and semi-legislative responsibilities. 

x * * 

\t ninety years of age, Dr. George D. Haggard is 
still practicing medicine at his home in Minneapolis. 

Born in a cabin north of Rochester in 1857 when 
Minnesota was still a territory, Dr. Haggard is probably 
the oldest practicing physician in the state. Thirty- 
three years of age before he decided to become a phy- 
sician, Dr. Haggard was graduated from the University 
of Minnesota in 1893, the oldest man in his class. 
Shortly after he began practice, he was appointed assist- 
ant city health officer in Minneapolis and served in that 
capacity for four years. He then taught physiology and 
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chemistry in the medical school for six years. During 
the early 1900’s, while working for the state health de- 
partment, he battled typhoid, smallpox and poliomyelitis 
epidemics both in Minneapolis and in northern Minne- 
sota. Shortly before World War I, he was Prohibition 
Party candidate for governor, gathering 32,000 votes in 
the election. 

Although Dr. Haggard stopped going out of his home 
more than a year ago, he still sees patients who come 
to him. Some of them are from families in which four 
generations have been treated by the aged physician. 


* * * 


Three Mankato physicians met November 1 with city 
officials of North Mankato and Parents and Teachers 
Association representatives to oppose the city’s plan to 
have a second county nurse hired. 

Dr. H. J. Nilson, spokesman of the medical group 
which consisted of Dr. Hobart Johnson and Dr. A. A. 
Giroux, North Mankato, stated at the meeting that Min- 
nesota hospitals need 2,500 nurses and that an attempt to 
hire a second county nurse would only aggravate the 
situation. On that basis Dr. Nilson said he opposed the 
plan “practically but not in principle.” 

PTA representatives had stated that there was an ur- 
gent need for an additional nurse since the Nicollet 
County nurse could spend only one day per week in 
North Mankato’s public school. After the local superin- 
tendent of schools pointed out that there was not enough 
work for a full-time school nurse, the city council sug- 
gested that the county commissioners could be asked to 
hire a second county nurse who'could be based in North 
Mankato, serving also as city and school nurse. The 
protest of the local physicians then arose. 


* * * 


Formation of a cancer control advisory committee was 
announced on October 30 by Dr. A. J. Chesley, secretary 
and executive officer of the Minnesota Department of 
Health. The committee will aid the Division of Cancer 
Control of the state health department in planning and 
carrying out a program of cancer control. 

Named as members of the advisory group, with or- 
ganizations they represent, were: 

Dr. A. H. Wells, Duluth, Minnesota State Medical As- 
sociation; Dr. Clayton Swanson, Minneapolis, Minnesota 
Dental Association; Dr. D. W. Pollard, Minneapolis, 
Minnesota Hospital Association ; Dr. William A. O’Brien,* 
Saint Paul, Minnesota Division, American Cancer Soci- 
ety; Dr. Owen H. Wangensteen, Minneapolis, University 
of Minnesota Medical School; Dr. Kano Ikeda, Saint 
Paul, Minnesota Society of Clinical Pathologists. 

Named as members-at-large were: Dr. E. T. Bell, 
Minneapolis; Dr. James Johnson, Minneapolis; Dr. Wil- 
liam W. Will, Bertha; Dr. D. P. Anderson, Jr., Austin; 
Dr. W. C. Popp, Rochester; Dr. Joseph Bierkson, Roch- 
ester, and Sister Patricia, St. Mary’s Hospital, Duluth. 


* * * 


Fifty members of the Bloomington (Minneapolis sub- 
urb) 4H Club have launched a project, which may be- 
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come a nationwide campaign, to raise funds for the bat- 
tle against heart disease in children. 

Under the Bloomington plan, club members will 
“sponsor” a young calf, taking care of it for a year 
on a co-operative basis. When the calf has reached 
top market stage, it will be sold and the proceeds will 
go into a special fund to cover the cost of treatment 
for any member who may develop rheumatic fever or 
any other heart disease. Some of the money may be 
used for related educational efforts. 

The project, which is sponsored by the Minnesota 
Heart Association, will vary in type as it is taken up 
by other 4H clubs throughout the state. Some clubs 
may devote acreage to a special crop of grain for the 
heart disease campaign instead of raising livestock. 
Several farmers have already indicated a desire to con- 
tribute starting stock to the project. State 4H execu- 
tives and Minnesota Heart Association officers are con- 
vinced that the idea will be taken up on a national scale 
in a comparatively short time. 

* * * 

The part played by physicians in the synthesis of sci- 
ence was described by Dr. Richard E. Scammon at the 
first fall meeting of the Medical History Society in 
Rochester, October 17. 

Principal speaker at the meeting of the society, which 
was organized one year ago by a group of men inter- 
ested in medical history, Dr. Scammon is former dean 
of medical sciences of the University of Chicago and 
is distinguished service professor emeritus of anatomy 
at the University of Minnesota. He was introduced to 
the group by Dr. H. A. Wilmer, Rochester, who com- 
mented on Dr. Scammon’s versatility as an anatomist, 
artist, biometrician and scientific historian, adding that 
many former medical students remember Dr. Scam- 
mon for his ability to draw with both hands at the same 
time while lecturing on anatomy. 


In his talk Dr. Scammon described the bringing to- 
gether of scientific knowledge and scientific workers, a 
synthesis of science that first took place during the cen- 
tury following the middle 1600’s. He traced the forma- 
tion of scientific societies throughout Europe and the 
United States, emphasizing the work of numerous physi- 
cians in starting and maintaining the trend towards or- 
ganization. He indicated the possibility of another great 
synthesis of science in this century and expressed the 
hope that medical men would be as useful in it as they 
had in the past. 

* * * 

Minnesota leads the nation in the hospitalization of 
tuberculosis patients, it was stated at the annual Christ- 
mas Seal dinner of the Minnesota Public Health Asso- 
ciation, held October 31 at Hotel Nicollet in Minneapolis. 

Authority for the statement was Dr. Herbert L. 
Mantz, president-elect of the National Tuberculosis As- 
sociation, who stated that 84 per cent of the deaths 
from tuberculosis in Minnesota were hospital cases. 
“This figure reflects the effectiveness of precautionary 
care undertaken by the state,” he said. In comparison 
Dr. Mantz pointed out that in his home state of Kansas 
65 per cent of tuberculosis deaths occur in homes. 

Quoting from a 1945 survey by the New York City 
Tuberculosis and Health Association, Dr. Mantz said 
that Minneapolis has the lowest tuberculosis death rate 
among the larger cities of the country. 

Other speakers on the dinner program were Dr. Hil- 
bert Mark, Minnesota director of the division of tuber- 
culosis control, and Dr. H. A. Wilmer, author of Huber 
the Tuber and fellow in the Mayo Foundation. Earlier 
in the day, Christmas Seal workers heard, among other 
speakers, Dr. James E. Perkins, a former Saint Paul 
resident, now managing director of the National Tuber- 
culosis Association. 

With the election of officers at the meeting, Mrs. John 
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PRESIDENT’S LETTER 


A. Thabes, Sr., Brainerd, became the first woman presi- 
dent of the organizatidn in its forty-one-year history. 
Also named to office were N. Vere Sanders, Albert Lea, 
first vice president; Albert A. Anderson, Buffalo, second 
vice president; Mrs. Clarke Dodds, Baudette, secretary, 
and John B. Burke, Saint Paul, treasurer. 

* * * 

Seventy-five years of public health work were cele- 
brated November 14 when the Minnesota Department 
of Health observed its diamond jubilee with an all-day 
session at the Hotel Radisson in Minneapolis. 

The celebration was marked by the first annual meet- 
ing of the Minnesota Public Health Conference, an or- 
ganization which supersedes the former state sanitary 
commission. 

During the day, conferences were held for physicians 
and health officers, public health nurses, environmental 
sanitation personnel, and health education and school 
health workers. Among the speakers at the group meet- 
ings were Dr. A. J. Chesley, secretary and executive 
officer of the Minnesota Department of Health, Dr. Dean 
F, Smiley, consultant in health and physical fitness for 
the AMA, and Dr. E. L. Tuohy, chief of laboratories at 
St. Mary’s Hospital, Duluth. 

At the evening banquet which honored the state or- 
ganization, Dr. T. B. Magath, Rochester, served as 
toastmaster, introducing Governor Luther W. Youngdahl 
and other prominent guests who congratulated Dr. Ches- 
ley, state health officer since 1921, on the outstanding 
achievements of the Minnesota Department of Health. 
Dr. Floyd M. Feldman, Rochester, president of the Min- 
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nesota Public Health Conference, delivered his presi- 
dential address at the banquet. 

New officers of the Minnesota Public Health Con- 
ference, elected at a meeting earlier in the day, are Dr. 
J. Lawrence McLeod, Grand Rapids, president; Melvina 
Palmer, Minneapolis, first vice president; S. P. King- 
ston, Rochester, second vice president, and Dr. Charles 
E. Sheppard, Hutchinson, treasurer. 

* * * 


Outdoor living, wild-life conservation, and experi- 
mental farming compete with medicine for the attention 
and time of Dr. M. M. Hargraves, staff member of the 
Mayo Clinic and state president of the Izaak Walton 
League. 

To Dr. Hargraves conservation means more than 
maintaining a supply of fish and game; it means the 
preservation of human values and all natural resources, 
particularly the soil. With that belief he and four part- 
ners recently purchased a farm north of Rochester, a 
farm with hills, an erosion problem, a spring, a view 
and possibilities for improvement. There Dr, Har- 
graves and his associates are putting into practice all 
principles of conservation, with development of con- 
tour fields, elimination of old gullies, and planting of 
permanent grass. They have a small herd of Holsteins 
and a herd of Angus beef cattle, all registered animals. 
A fish pond, to be stocked with bass, bluegill and trout, 
is planned as soon as a dam can be built below the 
spring. 

Dr. Hargraves, who has been at the Mayo Clinic since 
1935, finds little time for rest with his double duties 
as physician and as state president of the Izaak Walton 
League. A fairly typical twenty-four hour schedule for 
him includes a full day at the clinic, a late afternoon 
or dinner talk to some conservation group in Olmsted 
County, an evening meeting in the Twin Cities, and a 
morning look at the farm before starting another ses- 
sion at the clinic. Every other Friday evening he con- 
ducts a radio program on fundamental conservation over 
a Rochester station. 

Not content with this, Dr. Hargraves looks forward 
to the founding of a permanent state educational foun- 
dation for conservation, with motion pictures, a speakers 
bureau, and an annual short course of two or three 
days at some lake, to inform and educate the public 
as to the importance of generalized conservation. 
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HOSPITAL NEWS 
More than $1,000,000 will be spent to enlarge Min- 


nesota’s oldest and largest mental institution, the St. 
Peter State Hospital, where construction work on the 
new expansion project has already started. 

Two new buildings, to house 150 senile patients each, 
will be constructed on the bluffs in the rear of the old 
receiving ward, while a new service building will house 
a kitchen, storage rooms and other shops. It is antic- 
ipated that when the new buildings are completed, fifty 
additional attendants and possibly six more physicians 
will be added to staff the increased facilities. 

Construction of a new cattle barn for the institution, 
to replace the one destroyed by fire a year ago, has 
already begun, and the work is expected to be completed 
in January. 

ee * 

Announcement was made early in November by Dr. 
W. C. Heiam, Cook, that the modernization and re- 
modeling of the Cook General Hospital had been com- 
pleted. 

The building has been completely rewired, and new 
plumbing and heating facilities have been installed. An 
addition has been built onto the structure to house more 
hospital beds and provide better operational facilities. 
Floors have been covered with asphalt tile, and the 
entire building has been repainted. New therapeutic and 
nursing equipment has been installed. Cost of the re- 
modeling was more than $10,000. 

* * * 

The problem of coping with increasing operational 
costs of a hospital was studied at a one-day institute 
November 13 at Northwestern Hospital, Minneapolis. 

Speakers at the meeting included James Hamilton, 
professor of hospital administration at the University 
of Minnesota, and Dr. Arthur C. Bachmeyer, director 
of the University of Chicago Hospital and Clinics. 


SCIENTIFIC DESIGN 


AR Our mechanics correctly fit 

ae artificial limbs and ortho- 

; pedic appliances, conforming 

ORTHOPEDIC to the most exacting profes- 
APPLIANCES sional specifications. 

Our high type of service 

ee has been accepted by phy- 

SUPPORTERS sicians and surgeons for 

more than 45 years, and is 

ELASTIC appreciated aad their pa- 

HOSIERY tients. 


BUCHSTEIN-MEDCALF co. 


Minneapolis 2, Minn. 


223 So. 6th Street 





OF GENERAL INTEREST 





Classified Advertising 





Replies to advertisements should be mailed in care of 
MINNESOTA MEpICINE, 2642 University Avenue, Saint 
Paul 4, Minn. 


WANTED-—Associate, Catholic preferred, for general 
practice in Saint Paul. This is an interesting and lu- 
crative situation with possibility of taking over prac- 
tice. Address E-49, care MINNESOTA MEDICINE. 





FOR SALE—Office equipment used less than one ‘year. 
Includes examining table, two instrument cabinets, 
Castle sterilizer, microscope, Rose short-wave ma- 
chine, ultra-violet lamp, stool, desk and chair, office 
supplies and instruments. Located thirty-five miles 
from Minneapolis. If interested, write Box 1587, San 
Haven, North Dakota. 

EXPERIENCED LABORATORY TECHNICIAN de- 
sires position in doctor’s office, Saint Paul. No x-ray. 
Address E-50, care MINNESOTA MEDICINE. 

IDEAL LOCATION FOR PHYSICIAN—With two 
dentists, on Selby-Lake carline in Midway Saint Paul. 
Address Dr. M. L. Norman, 1812 Selby Avenue, Saint 
Paul 4, Minnesota. 





WANTED—Experienced x-ray technician in suburban 
office. Forenoon work only, five days a week; Satur- 
days free. Address E-51, care MINNESOTA MEDICINE. 





WANTED-—Assistant for General Practice with view 
to permanent association. Southern Minnesota, county 
seat city, population 4,500. Active general practice 
with some major surgery. New hospital to be erected 
in near future. If interested, write, giving full par- 
ticulars concerning self. Address E-47, care Min- 
NESOTA MEDICINE. 





FOR SALE—Unopposed, well-established, southern 
Minnesota practice. Population 500. Large territory, 
good roads and school. Retiring. Address E-48, care 
MINNESOTA MEDICINE. 





POSITION WANTED —Laboratory technician, under- 
graduate nurse, desires position with Minneapolis 
(loop) physician. Urologist preferred. Five years’ 
experience. Telephone Mrs. Polly Akins—LIncoln 
4927 (Minneapolis). 





WANTED-—Surgical assistantship, preferably in or near 
Twin Cities, by young doctor expecting army sepa- 
ration in February, 1948. Eighteen months’ general 
surgery resident training. Desire position under -Dip- 
lomate, American Board of Surgery, if possible. Write 
E-52, care MINNESOTA MeEnpicINE, for details. 





Must be in ex- 
MINNESOTA 


WANTED TO BUY—Office equipment. 
cellent condition. Address E-53, care 
MEDICINE. 
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We wish to take this opportunity to extend our sincere 
thanks for the excellent co-operation you have afforded our 
nursing program over the past year. The many prospective 
candidates that you have referred to us have made it pos- 
sible for the Nursing School to furnish an added number 
of well trained nurses to the medical profession. With your 
splendid support this work will continue to grow. 


The two-fold purpose for which this school was founded 
—to offer to the student a short but complete course in 
nursing and also provide to the doctor and hospital a sup- 
ply of capable nurses, well trained in patient care—can 
only be realized to the fullest with your support. 


The need for additional nurses is great. The gratifying 
way in which you continue to assist in increasing the num- 
ber of student nurses now in training indicates an early 
relief to this shortage. 


OCHOOL OF PSYCHIATRIC NURSING 


Tuition is free. Regular classes begin in January, June 
and September. A few openings still available in the Jan- 
uary class. For full information write Glenwood: Hills Hos- 
pitals, School of Nursing, Helen A. Rascop, R.N., Supt. of 
Nurses. 
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Acute intussusception in infancy and childhood, 257 

Acute isolated myocarditis (Fiedler’s myocarditis), 54 

Acute perforated gastric and duodenal ulcer, 1253 

Acute poliomyelitis in pregnancy, 729 

Adenocarcinoma of the sweat glands with metastases 
(case report), 286 

Alimentary diverticula, 1284 

Amebic abscess of the liver with bronchohepatic fistula, 

1161 

Amino acid therapy, Protein and, 493 

Anderson, U. Schuyler: Exteriorization procedures for 
colon injuries, 200 

Anesthesia for transthoracic gastrectomy, 88 

Anesthesia in obstetrics, The general problem of, 053 

Angina pectoris due to coronary sclerosis, Further ob- 
servations on the prognosis in, 162 

Anuria, Postoperative, 195 

Appendix, Epithelial neoplasms of the, 176 

Arthus phenomenon induced by the local application of 
penicillin, (case report), 517 

Ascaris, Intestinal, diagnosed roentgenographically in 
Minnesota (case report), 410 

Asthma, bronchial, The treatment of persons who have, 
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Beek, Harvey O.: Educational management in psycho- 
somatic medicine, with special reference to the gas- 
trointestinal tract, 

Benjamin, A. E.: Adenocarcinoma of the sweat glands 
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otomy in peptic ulcer, 965 

Bronchiogenic carcinoma, Roentgen therapy of, 975 

Buckley, R. P., Wells, A. H., and Litman, S. N.: Influen- 
zal meningitis, 647 
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Address), 841 

Buie, Louis A.: Veterinary medicine, 512 

Buie, Louis A.: Voluntary prepayment medical care and 
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Adams, H. S.: Milk and food sanitation practice, 1012 

Albrecht, Frederick K.: Modern management, 454 

American Hospital Association: Hospital care in the 
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ONLY THE FINEST DAIRY wees 





The beautiful Ches-Mar Guernsey farm, one of the few selected to produce 
Golden Guernsey ... . the WORLD'S FINEST MILK! Inset— Chester 
Johnson, owner, with one of his prized Guernseys. 
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THE WORLD’S FINEST MILK 





One gallon of Golden Guernsey is RICHER in 


The picture above is an example of the 
natural, body-building elements, than one gal- 


carefully selected farms which produce 


lon of ordinary high quality milk, by the fol- Golden Guernsey. These farms must 
lowing percentages: meet the high requirements of Golden 
° Guernsey Inc., as well as those of local 
SULPHUR...... 225% PHOSPHORUS. .25% and state health authorities. Rigid in- 
MAGNESIA.... 57% LIME.......... OR 
ized representatives of the American 
PTET e 45% IRON.......... 20% Guernsey Breeders Ass'n. Golden 
Guernsey is consistently SUPERIOR— 

POTASH. ...... 40% BUTTERFAT....29% 


always best for health—best for flavor! 
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The MOUNDS PARK SANITARIUM ¥ 


SAINT PAUL, MINNESOTA 









—— 


THE ESSENTIALS for Treatment of Nervous and Mental Diseases 


















1 Specialists in diagnosis and care. 4 Especially trained graduate nursing staff. 
2 Hospital care, partial or complete isola- 5 Hydrotherapy and occupational therapy. 
tion from former environment. 6 An atmosphere of cheerfulness. { 





st . ——— 


3A staff of consulting physicians and Upon request, the Sanitarium will be pleased to send the 
surgeons. details of its service and rates. 
Approved by the American College of Surgeons 








MILWAUKEE SANITARIUM | wauwatosa, wis. 


__*F or NERVOUS DISORDERS (‘“Mcsse omee—1117 Marshall Field Annex 


Wednesdays, 1-3 P.M.) —_—, 
Maintaining highest standards cect fa ED, 
for more than half a century, the William T. Kradwell, M.D. 
Milwaukee Sanitarium stands for pasa A. Restéa, M.D. 
all that is best in the care and Russell C. Morrison, M.D. 
treatment of nervous disorders. E. Madison Paine, M.D. 
Photographs and particulars sent H. Gladys Spear, M.D. 


Arthur J. Patek, M.D. 


G. H. Schroeder 
Business Manager |. 





COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 
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